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PROFESSIONAL ISSUES ESSAY
How are Issues of Risk Understood and Responded to within Mental Health
Services?
What Contribution can Clinical Psychologists make to A Reconsideration of
these Ideas and Practices?
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Academic Dossier: Professional Issues Essay
Introduction:
Risk assessment and management are an integral part of clinical practice, 
not only for Clinical Psychologists (CPs), but the whole mental health service 
(BPS, 2006; DoH, 2004). This has been enforced by various government 
policies such as the National Service Framework (NSF; DoH, 1999) and the 
Care Programme Approach (CPA; DoH, 2008). Concepts of risk are 
constructed not only by the government, but also by the media and the 
public, and these are increasingly impacting upon professional practices 
(Denney, 2005; Morgan, 2007), and continue to keep ‘risk’ high on the 
agenda of the public, policy makers, commissioners and professionals 
working in the NHS.
In the first part of this essay, I therefore plan to review how risk is 
understood and responded to within mental health services from these 
different perspectives. I aim to discover why risk is responded to in this way, 
and will consider the successes and weaknesses of the risk process in the 
NHS.
Until last year, I never truly appreciated the complexity involved in risk 
assessment and management, and the fear surrounding it. However last year 
in my adult mental health placement this was all to change, when a client I 
was working with committed suicide. This sad and shocking event was not 
something you expect to experience in your first year of training, but has 
highlighted a number of issues which I wish to discuss and reflect upon in 
this essay six months on. I will focus specifically on adult mental health as 
this is the area I feel I can reflect most fruitfully on within the remit of this 
essay. I will also be discussing risk assessment and risk management as a 
single concept as I believe it is very difficult to separate the two (Kennedy, 
2001).
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Following this, I will consider what CPs can contribute to the risk process to 
help it in the future. Bearing in mind the skills CPs have, particularly the 
leadership skills, I believe CPs have a duty to help the public better 
understand risk, and also to support teams in their risk assessment and 
management, without the fear of litigation or the culture of blame. 
Additionally, CPs have a duty to promote recovery-oriented practice and 
positive risk-taking by placing the client at the centre of the risk process.
How are Issues of Risk Understood and Responded to within Mental 
Health Services?
Definition of R isk -
I think it is important to start by defining what is understood by the term ‘risk’ 
in mental health services as this provides useful information about the 
historical and political context of risk in mental health. According to the ‘Best 
Practice in Managing Risk’ policy (BPMR; DoH, 2007), risk is ‘the nature, 
severity, imminence, frequency/duration, and likelihood of harm to self or 
other. A hazard that is to be identified, measured and ultimately, prevented’ 
(p.57).
This definition is clearly focussed on the negative and excludes the likelihood 
of benefits (Carson, 1997). This negative stance cannot be underestimated 
as it has a huge influence on how services approach risk, as the message is 
that the ultimate objective is to eliminate risk. This definition naively leads 
people to believe that risk can be avoided, but in reality it is impossible to do 
this. Despite this point, there are many reasons why this definition is adopted
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by mental health services, and I think these are important to consider when 
understanding current risk practices.
A Culture o f Blame and Fear -
Since the move towards community care, the media have given a high profile 
to tragic incidents perpetrated by people with mental health problems (eg. 
Ritchie etal. 1994). This narrow representation of the risks in mental health 
has fuelled public fear about people with mental health problems and has 
been acknowledged by the government in policies, inquiries and practice 
shifts which result in monitoring, additional legislation, and targeting services 
on those who are assessed as most at risk of harming others\
These policies engender fear in service commissioners and managers, 
sending the message that the mental health agenda is driven and measured 
by the risk agenda (Rethink, 2009). This fear is then cascaded down to 
mental health practitioners and professional practice as they fear that their 
performance will be measured by their ability to predict risk and ensure public 
safety. As a result, there is an expectation of “individual scapegoating" and 
fear of being blamed for any service failings (Rethink, 2009). The overall 
result of this emphasise on risk avoidance leads to trained and experienced 
staff having their confidence undermined, and a bias in service delivery 
towards the protection of society as being of primary importance, and the 
service user's needs, autonomy and care being secondary to this. This 
clearly raises an ethical dilemma, as instead of being person-centred with the 
client at the heart of our care, other party’s needs are being put first. Ideally 
there needs to be a balance between protecting society’s needs and
 ^ For example: Supervised Discharge Orders (DoH, 1993a); Mental Health Act (DoH, 1995); 
National Confidential Inquiry into Suicide and Homicide by People with Mental Illness 
Progress Report (DoH, 1997).
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protecting the service user's needs. However unless clinicians are 
empowered to do this within the “blame culture", the fear present within 
mental health services will always tip the balance in the direction of 
protecting society.
Actuarial Tools vs. Clinical Tools -
Due to this fear present in mental health services there is a need for control, 
objectivity and certainty in the risk process. As a result of this, the approach 
used in risk assessment itself has been strongly influenced, as there is an 
over-emphasis on actuarial tool as opposed to clinical tools. The actuarial 
approach refers to any mathematical means of combining information to 
predict risk (Buchanan, 1999). Its primary contribution has been to identify a 
series of risk factors that predict outcomes of either violence towards others 
or acts of suicide. This data has led to the development of several 
standardised instruments to identify higher-risk service users (eg. O’Rourke 
etal. 1997; Monahan etal. 2000).
In my clinical practice there is an emphasis on using standardised forms and 
ensuring that paperwork is up to date with regards to risk. However, I did not 
find these forms helpful in my risk assessment and management process, as 
they seemed quite ‘static’. Instead I preferred to assess risk in each session 
with my client and note this in my clinical progress notes. This had meaning 
to me and respected the dynamic nature of risk. As a result of these 
standardised forms, risk felt like a tick box exercise which was not meaningful 
for the service user or the professional. I think this further adds to the anxiety 
and fear that exists within services around the risk process, which is not 
helpful.
12
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In addition to my clinical experience of using actuarial tools, there are several 
other limitations present. Of most significance is the fact that actuarial tools 
are not very accurate and have a high rate of false positives, that is people 
predicted to be at risk of harm to self or others, but who do not cause harm to 
self or others (Gardner et al. 1996b). Another problem with actuarial tools is 
that they are better at predicting the behaviour of groups of people but not 
individuals, which is what clinical practice is about.
As a result of these problems with actuarial tools, traditional approaches to 
risk assessment have been questioned and clinical tools have become more 
accepted in the research literature. Clinical tools are more subjective as they 
take into account the clinician’s judgement and experience and is ‘what 
occurs when information about risk factors is collated and interpreted through 
personal judgement by a clinician’ (Davison, 1997, p.201). The advantages of 
using clinical tools is that clinician’s judgement, experience and relationship 
with the service user are being respected, and that risk is viewed in a more 
dynamic way which is centred around the individual.
Despite the advantages of clinical tools, in clinical practice professionals are 
fearful on relying on their clinical judgment due to fear of being blamed for a 
service user’s death or homicide. This has led to clinicians relying more on 
actuarial tools, disregarding the knowledge and expertise they have.
Although there are problems with reliance on clinical tools alone, such as 
limited accuracy in clinical judgement due to various biases (Davison, 1997);
I believe services should be empowered to adopt a balance between 
actuarial tools and clinical tools (Vinestock, 1996; Buchanan, 1999). This 
acknowledges that there is a degree of uncertainty in the risk process 
(Davison, 1997). This uncertainty in risk work is something I found hard to 
accept when working with a client who eventually committed suicide. I will 
reflect upon this next as a clinical example.
13
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A Clinical Exanrple o f tfie Risk Process-
When I was working in my adult mental health placement in a community 
mental health team (CMHT) last year, I had the opportunity to work with 
clients of varying levels of risk. One of the client's who was referred to 
psychology was a 59 year old man, whom for the purposed of this essay, I 
will call David. David was referred for help with anxiety and depression. As 
his risk had been highlighted in the initial referral (due to a previous suicide 
attempt), I was accompanied by my supervisor in the first assessment 
session to help assess risk.
David agreed to have CBT for his anxiety and to commit to therapy despite 
his frequent suicidal thoughts. I saw him for five sessions and was aware of 
how his risk remained very high in my mind, in comparison to my other 
clients. Not long after David was referred to psychology, he was placed on an 
Enhanced CPA and was referred to the Home Treatment Team (HTT), 
following a significant self-harm attempt. His care was therefore managed by 
the CMHT, the HTT, and Social Services (as the care co-ordinator was a 
Social Worker).
During each session I would manage risk by spending time assessing his 
mood, his suicidal thoughts, his intentions and any plans. He was given the 
number for the crisis line should he feel desperate, and also had a friend who 
he felt he could contact in this situation. In my sessions I did not feel we 
made much progress as he was too distressed. There were the odd weeks 
when his mood would improve, but it was so changeable I never knew what 
to expect when I collected him from the waiting room. As I felt sessions were 
not progressing, at times I felt just as helpless as David did. Yet interestingly 
David told me he found sessions helpful as they provided a safe space where 
he felt contained, listened to and respected.
14
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Although there were many people involved in David’s care, I never felt we 
were truly integrated as I did not know who other professionals were. The 
only way I felt connected to other professionals was through the electronic 
notes database (RIO), which allowed me to see other clinician's notes. When 
I was informed of David's suicide I was shocked and surprised. I had only 
seen him three days prior to the incident, and he had spoken to HTT only two 
days before to report that he was doing ok. It did not make sense! Although 
this was always a possible outcome in my mind, I never thought it would be a 
reality.
When I was informed, I immediately started to question myself and think back 
to my last session with him. Was there anything I missed? Was there more I 
could have done? For the first time ever, I felt the 'fear' and was worried that I 
could be blamed. Looking back, I know these were questions all 
professionals involved in his care asked themselves, and I discussed these 
thoughts with my supervisor who reassured me I had worked competently.
I was told by my team manager that a standard investigation would be 
conducted and that there would be a reflective meeting arranged for 
professionals involved. I was unsure of what this meeting would be like, but 
found it to be helpful as it was the first time I realised how many professional 
were supporting David. It also was a chance to hear what other people 
thought of David's suicide and discuss how they felt. Like me, most people 
felt quite frustrated in their work with him as he wanted us to take full 
responsibility for his life and make big decisions for him. It was in this 
meeting that I realised how lucky I was to have good supervision and support 
from the team, as it became apparent that some of the other professionals 
involved, did not get sufficient support and time to process the news.
15
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In terms of an actuarial approach, David did meet a number of ‘high risk' 
variables^ (Bryan & Rudd, 2006). The one which caused him the most 
distress was his sexuality (he was gay) which he had revealed to his family, 
who subsequently rejected him. The difficulties David faced in belonging to 
this minority group was something I was advised not to focus on, but 
reflecting back, it may have been useful to do this, but was overlooked by all 
professionals.
On reflection I can see how I was lulled into believing that David's risk could 
be eliminated if he had a high level of support from services. This event has 
highlighted to me how risk cannot be eliminated and can only be minimised. I 
think that because of the culture of fear in the NHS, professionals have been 
led to believe that they can prevent risk completely, but in reality I have learnt 
the hard way, that despite best efforts, risk cannot be prevented even if 
services are working successfully. I was also reminded of the dynamic nature 
of risk, as David was constantly changing in his presentation, even though I 
assessed risk a few days before the event, he could have changed 
dramatically over those few days and as a result “you're only as good as 
you're last risk decision”.
Strengths and Weaknesses in the NHS Risk Process  -
Fortunately in my clinical example, there was a focus on collective 
responsibility as opposed to individual responsibility. However, in the NHS 
generally, the opposite is sadly true, with many professionals feeling isolated 
and unsupported in forming judgements about risk (Raven & Rix, 1999). In 
addition to this, risk is being managed by professionals with high caseloads 
and limited resources, making good risk assessment and management
 ^ David’s High Risk Categories: eg. male, homosexual, divorced, socially isolated, had a 
diagnosis of depression, was homosexual, and had contact with mental health services, 
previous self-harm/suicide attempt (Bryan & Rudd, 2006).
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difficult to achieve (Raven & Rix, 1999). Although community services 
generally cope well, it cannot be assumed that just because there are no 
service failures that there is good risk assessment and management 
occurring.
Another issues that has been highlighted in a survey of four NHS Trusts, is 
that access and sharing of risk information were deficits areas that require 
further attention (Raven & Rix, 1999). However this is slowly improving with 
centralised electronic systems for recording statistics and data being 
implemented (eg. RIO). In addition to this, there is a lack of consistency 
across services with regards to risk criteria, procedures and decision making 
strategies employed when assessing and managing risk (Raven & Rix, 
1999). This makes it difficult to compare services and identify best practice 
which can be replicated elsewhere.
Finally, a key issue pertaining to recovery-oriented practice, is that there is 
limited positive risk-taking and service user involvement in the risk process 
(Langan & Lindow, 2004). This is the case, despite these issues being 
recommended in numerous policies (eg. BPRM; DoH, 2007; CPA; DoH, 
2008; 10 ESC; DoH, 2004). Research has shown that service user 
involvement in risk assessment and management is variable and depended 
on individual professional initiative. Having said this, there is limited literature 
available about how to involve service user's in the risk process. When 
bearing in mind the culture of blame present, it can be understood why many 
professionals might be hesitate about adopting a positive risk-taking model.
In summary, mental health services are managing the risk process the best 
they can bearing in mind the fear and the culture of blame present, in 
addition to limited resources, time, training, and support available. There is
17
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clearly room for improvement in the risk process. In particular more work 
needs to be done to eliminate the culture of blame and fear that exists, 
increase support for professionals, and improve care by adopting a more 
recovery-oriented model (which includes positive risk-taking and service user 
involvement). I think that CPs can play a huge role in initiating these 
changes, which I will discuss next.
What Contribution can Ciinicai Psychologists make to a 
Reconsideration of these ideas?
Provision of Support/Promote Coiiective Responsibiiity  -
Considering the general opinion of professionals from different disciplines 
stating that there is limited support available in the risk process, and that it is 
focused on individual responsibility (Raven & Rix, 1999); I think a positive 
way CPs can help change the way risk is understood and responded to in 
mental health services is to provide support and promote collective 
responsibility.
One of the ways that CPs can achieve this is to use their leadership skills 
and facilitate risk management panels (RMPs; CSIP, 2007) within Trusts. 
RMPs aim to support individual clinicians and their teams in their positive 
management of individuals who present with high risk of harm to themselves 
or to others (Kaliniecka & Shawe-Taylor, 2008)^. I was lucky enough to 
observe an RMP meeting on my adult mental health placement which was 
led by my supervisor, who was a Consultant CP. I think RMPs are a great 
way for CPs to help support individual professionals and teams in thinking
 ^ The RMP consists of MDT members representing different services, and provides slots for 
case discussion on a monthly basis. Cases are referred to the RMP and are presented by 
the care co-ordinator and consultant at the RMP meeting (Kaliniecka & Shawe-Taylor, 
2008).
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about risk in a positive way that reduces the fear and individual responsibility, 
and help professionals to think about risk in a person-centred way (Kaliniecka 
& Shawe-Taylor, 2008).
This highlights the BPRM (DoH, 2007) philosophy of the organisations role 
alongside the individual clinician in effective risk management, with the 
involvement of senior professionals to advice and support (Kaliniecka & 
Shawe-Taylor, 2008). This can be one of the ways that mental health 
services can regain control over the culture of fear and blame present, and 
alter it in a way that reduces the anxiety and isolation of professionals, and 
puts the client’s care, needs and autonomy back at the centre of services.
Another forum where I think CPs can help support professionals, is in the 
aftermath of risk cases when serious untoward incidents (SUIs) occur. After 
David's suicide I found the professional's reflective group session very helpful 
and supportive. This was facilitated by a CP. I did not expect a CP would run 
this meeting, but having experienced it now, I have been able to reflect on 
why the role was best suited to one. I think the CP who facilitated our session 
was able to acknowledge how traumatic the experience was for all of us and 
used his leadership skills, alongside his reflective skills and knowledge of 
people's complex grief reactions, to facilitate a supportive group environment 
where our experiences were acknowledged, validated and respected. I 
therefore think it would be helpful if CPs provided this service for teams 
within Trusts, when SUIs occur.
Promote Recovery-Oriented Practice and Positive Risk-Taking  -
Following on from the RMP model, I think that another vital way that CPs can 
help mental health services reconsider the risk process is by empowering 
and supporting professionals to promote recovery-oriented practice and
19
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positive risk-taking. Positive risk management is defined as ‘...improving the 
service user’s quality of life and plans for recovery, while remaining aware of 
the safety needs of the service user, their carer and the public’ (CSIP, 2007, 
p. 12). Positive risk-taking has been highlighted by numerous policy 
documents (eg. CSIP, 2007; DoH, 2007; DoH, 2004; Rethink, 2009), yet it is 
an approach that professionals find hard to adopt in practice (Shepherd et al. 
2009).
This is understandable considering the culture of fear and blame present in 
services. As a result of this, services have tended to focus on harm 
avoidance and protecting society, thereby putting the service user’s needs 
and autonomy into the background. This focus has also meant that service 
users do not have a chance to develop skills at taking responsibility for their 
own actions and developing risk self-management skills. These practices are 
totally incompatible with recovery-oriented practice, which acknowledges that 
risk is a part of being human, and that in order for people to have 
responsibility and control over their own lives they need to take risks to grow, 
develop and change (Rethink, 2009).
When considering recovery-oriented practice and positive risk-taking, I think 
CPs can help transform clinical risk practices within teams by firstly 
developing the RMP further by welcoming the discussion of low-risk cases 
too. By allowing panel members to actively think about the service user’s 
strengths, general aspects that help them stay at low risk, and concerns 
significant to the person (eg. social isolation), it will send the message to all 
professionals that risk management is not just concerned about risk, but also 
about positive risk-taking and the recovery model. If this approach can be 
acknowledged at an organisational level, it can have a huge influence on 
clinical practice at ground level.
20
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Another way that CPs can refocus risk practices in teams to promote the 
recovery model and positive risk-taking is by promoting collaboration with 
service users and carers in the risk process. Service user involvement in the 
risk process is something that needs further promotion as professionals are 
not sufficiently guided on how to involve service users in an active, 
meaningful way (Langan & Lindow, 2004). Similarly, the skills that carers of 
people with a mental health problem have with regards to the risk process 
are largely overlooked. Yet, research has shown that carers are risk 
managers in their own right and can help professionals to facilitate positive 
risk-taking and adopt the recovery model (Ryan, 2002).
Taking on board the Sainsbury’s Centre's notion of key organisational 
challenges (Shepherd et al. 2009)"^ , I think CPs can help facilitate these 
changes in a number of ways. Firstly, CPs could develop service user and 
carer advisory boards which professionals and service users/carers could 
seek help from should they have questions about how to involve service 
users and carers in their specific cases. By facilitating this, it demonstrates 
that service users’ and carers can take responsibility for their lives and that 
their involvement and empowerment is integral to the risk process.
Secondly, I think CPs can liaise with service users and carers to provide 
training programmes for professionals about how to put the recovery model 
and positive risk-taking into practice. This will help transform the current 
culture of blame and fear to a culture of empowerment, choice, and 
responsibility. Thirdly, I believe that CPs could have a role in supporting staff 
in their ‘recovery journeys’ by providing reflective groups within team for staff 
to reflect on their own thoughts, beliefs and feelings about implementing the
“ Key organisational challenges (Rethink, 2009):
-challenging the way we approach risk assessment and management;
- delivering user-led education and training programmes;
- supporting staff in their recovery journey.
21
Academic Dossier: Professional Issues Essay
recovery model. This is important as it cannot be underestimated the amount 
of change the recovery model demands at the policy level, organisational 
level and practice level.
Clinical Psychologists In the Media -
Another way that CPs can help mental health services reconsider the risk 
process is by challenging the heart of the culture of fear and blame - the 
media. I think CPs have a duty to help the public understand that people with 
mental health problems are not as dangerous as the media portrays (eg. 
Taylor & Gunn, 1999) and help de-stigmatise people with mental health 
problems. It is vital that the public understand that risk cannot be eliminated 
and can only be minimised, and that services have a duty of care to balance 
the need to protect society, with the need to protect the service user’s 
autonomy.
CPs therefore need to become more vocal about these issues by writing 
articles to newspapers, magazines and websites; speaking on radio channels 
and on TV programmes to appropriately inform the public about the reality of 
the risk process. This task to make Clinical Psychology a ‘public facing 
profession’ is something we as a professional have hidden from, but we can 
no longer do this, as by taking this role seriously we can ultimately have a 
positive influence on service users’ care.
Ciinicai Psychologists Advising at a “Higher Levei”-
Similarly, I think that CPs need to embrace the leadership role and not only 
influence the media, but also influence the government, policy makers and 
service commissioners directly. This can be achieved by attending key 
meetings and discussions, joining management panels at a higher level so
22
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we can have an influence on policy development and service commissioning. 
By working in this “top down” way, we can ensure that the risk process is 
appropriately addressed and respected with sufficient resources, which can 
help to reduce the culture of blame and fear, and support and empower 
professionals and services to adopt positive approaches to the risk process. 
This process will not be easy, but by promoting the skills and knowledge CPs 
have to offer, relevant parties “higher up” may pay attention and see the 
advantages of having a CP advising them at this level.
In summary there are numerous ways that CPs can contribute to a 
reconsideration of the way risk is understood and responded to within mental 
health services. I think CPs have the skills and expertise to bring about 
significant changes within services so that the risk process is something 
service users and professional find positive, empowering, collaborative, and 
recovery-oriented.
Conclusion:
Risk assessment and management will continue to be a key part of 
professional practice for staff working within the NHS. In this essay I have 
reviewed how risk is understood and responded to within mental health 
services, from a variety of different perspectives. I have tried to unpick why 
risk is responded to in the way it is, and have shown that how we view the 
risk process, from the very definition itself has a huge influence on how 
mental health services work with risk.
I have examined how the media focus on high profile incidents perpetrated 
by people with mental health problems has helped fuel a culture of fear 
amongst the public, the government, policy makers, service commissioners 
and mental health professionals. The overall result of this fear is an emphasis
23
Academic Dossier: Professional Issues Essay
on risk avoidance, which has led to staff confidence being undermined, and a 
bias in service delivery towards the protection of society being the primary 
focus, and service user's needs being secondary to this. I then reflected on 
this fear and the risk process from my personal experience of working with a 
client (David) in an adult mental health service who eventually committed 
suicide.
I also considered how this fear has caused mental health service to rely more 
heavily on actuarial assessment tools as opposed to a balance between 
actuarial ones and clinical tools, and has further undermined staff confidence 
within the risk process. This is very unhelpful within services where there are 
limited resources, time, training and support available for the risk process. In 
addition to this, despite being high on the NHS agenda, I have found that 
more work needs to be done by services to adopt the recovery model and 
positive risk-taking in the risk process.
Having highlighted the ways in which services understand and respond to the 
risk process, I then moved onto thinking about how CPs can contribute to a 
reconsideration of these ideas and practices. I believe CPs have the skills 
and expertise to bring about significant changes within mental health services 
so that the risk process is something professionals find supportive, free of 
fear, and have collaborative responsibility for in their teams.
I also think CPs have a duty to promote recovery-oriented practice and 
positive risk-taking by involving the service user and carer, and allowing them 
to take responsibility for them own risk self-management. I have made 
recommendations about CPs setting up RMP and service user/carer advisory 
boards to support staff to achieve these changes. In addition to this, I have 
discussed the important role CPs have in reducing the public’s fear by
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challenging the media’s portrayal of people with mental health problems and 
risk. Finally, I discussed how CPs could further achieve positive changes in 
the risk process by embracing the leadership role, and advising at a “higher 
level” so we can have an influence on policy development and service 
commissioning.
By leading in these various ways, CPs can make a significant impact on the 
way risk is understood and responded to, so that risk is viewed in a positive 
way that puts the client’s care, needs and autonomy back at the heart of 
service. I do not think these tasks are easy, but I strongly believe CPs have 
the skills, and more importantly an ethical duty to take on these challenges.
25
Academic Dossier: Professional Issues Essay
References:
British Psychological Society (2006). Core Competencies, Clinical 
Psychology- A Guide. Leicester: Author.
Bryan, C.J. & Rudd, D.M. (2006). Advances in the Assessment of Suicide 
Risk. Journal of Clinical Psychology: In Session, 62(2), 185-200.
Buchanan, A. (1999). Risk and dangerousness. Psychological Medicine, 29, 
412-413.
Care Service Improvement Partnership. (2007). Risk Enablement Panel. 
Retrieved January 15, 2011, from
http://www.socialcare.csip.org.uk/index.cfm?pid=61.
Carson, D. (2007). Good enough risk taking. International Review of 
Psychiatry, 9, 303-308.
Davison, S. (1997). Risk assessment and management- a busy practitioner’s 
perspective. International Review of Psychiatry, 9, 201-206.
Denney, D. (2005). Risk and Society. London: Sage.
26
Academic Dossier: Professional Issues Essay
Department of Health (1993a). Legislation Planned to Provide for Supervised 
Discharge of Psychiatric Patients. Virginia Bottomley Announces 10-Point 
Plan for Developing Successful and Safe Community Care. London: Author.
Department of Health (1995). Mental Health (Patients in the Community) Act 
1995 guidance on supervised discharge (after-care under supervision) and 
related provisions. London: Author.
Department of Health (1997). National Confidential Inquiry into Suicide and
Homicide by People with Mental Illness Progress Report. London: Author.
Department of Health (1999). National service framework for mental health: 
modern standards and service models. London: Author.
Department of Health (2004). The Ten Essential Shared Capabilities - A 
Framework for the whole of the Mental Health Workforce. London: Author.
Department of Health (2007). Best Practice in Managing Risk: principles and 
evidence for best practice in the assessment and management of risk to self 
and others in mental health services. London: Author.
Department of Health (2008). Care Programme Approach. London: Author.
27
Academic Dossier: Professional Issues Essay
Gardner, W., Lidz, C.W., Mulvey, E.P. & Shawe, E. C. (1996b). A comparison 
of actuarial methods for identifying repetitively violent patients with mental 
illnesses. Law and Human Behaviour, 20, 35-48.
Kaliniecka, H. & Shawe-Taylor, M. (2008). Promoting positive risk 
management: evaluation of a risk management panel. Journal of Psychiatric 
and Mental Health Nursing, 15, 654-661.
Kennedy , H. (2001). Risk assessment is inseparable from risk management. 
The Psychiatrist, 25, 208-211.
Langan, J. & Lindow, V. (2004). Living with risk: Mental health service user 
involvement in risk assessment and management. Bristol: Policy Press.
Monahan, J., Steadman, H.J., Robbins, P.C., Silver, E., Applebaum, P.S., 
Grisso, T., et al. (2000). Developing a clinically useful actuarial tool for 
assessing violence risk. British Journal of Psychiatry, 176, 312-319.
Morgan, J.F. (2007). Giving up the Culture of Blame- Risk assessment and 
risk management in psychiatric practice. Briefing document for Royal College 
of Psychiatrists. London: Royal College of Psychiatrists.
O’Rourke, M.M., Hammond, S.M. & Davies, E.J. (1997). Risk assessment 
and risk management: the way forward. Psychiatric Care, 4, 104-106.
28
Academic Dossier: Professional Issues Essay
Raven, J. & Rix, P. (1999). Managing the unmanageable: risk assessment 
and risk management in contemporary professional practice. Journal of 
Nursing Management, 7, 201-206.
Rethink (2009). 100 Ways to Support Recovery- A guide for mental health 
professionals. London: Author.
Ritchie, J., Dick, D. & Lingham, R. (1994). Report of the Christopher Ciunis 
Inquiry. London: North West Thames Regional Health Authority.
Ryan, T. (2002). Exploring the risk management strategies of informal carers 
of mental health service users. Journal of Mental Health, 11(1), 17-25.
Shepherd, G., Boardmen, J. & Burns, M. (2009). Implementing Recovery, A 
methodology for organisational change. London: Sainsbury Centre for Mental 
Health.
Taylor, P.J. & Gunn, J. (1999). Homicides by people with mental illness: myth 
and reality. British Journal of Psychiatry, 174, 9-14.
Vinestock, M.D. (1996). Risk assessment. ‘A word to the wise?’ Advances in 
Psychiatric Treatment, 2, 3-10.
29
Academic Dossier: Literature Review
LITERATURE REVIEW
Examining the Evolution of Outcome Measures Used for 
People who Experience Psychosis
January 2010/Year 1
Word Count = 4903
30
Academic Dossier: Literature Review
Abstract:
Outcome measures are important to apply in clinical practice, however in the 
field of psychosis there are no clear cut measures which are in place for use. 
From examining the literature there is an evolution in the nature of outcome 
measures that can be observed. That is, from clinical measures which are 
focused on symptoms, to person/client centred measures and service user 
defined measures, which are focused on what the experience of psychosis 
means to the individual and their goals. A number of factors have contributed 
to this shift in the nature of measures such as the promotion of recovery- 
oriented practice and service user involvement within the NHS, as well as the 
Cognitive Behaviour Therapy (CBT) concept of “collaboration”. This literature 
review will examine this evolution in further detail and will reflect on the 
implications of this evolution for clinical practice and the future of outcome 
measurement.
Declaration of Position:
I come from a position of valuing the use of outcome measures, as they were 
an integral part of my practice when I previously worked within a Primary 
Care Mental Health Service (PCMHS). Specifically, I would use the Clinical 
Outcome in Routine Evaluation (CORE; Evans et al. 2000) questionnaire as 
a routine part of the assessment process. The client's overall ‘CORE score’ 
strongly influenced the intervention that was offered to them, and would 
subsequently be used post-treatment to determine if any change had 
occurred. So from this experience, I got to observe (and contribute to) the 
power that this assessment tool/outcome measure had within the service. 
When I started my placement within a Continuing Needs Service (CNS) for 
people of working age with psychoses and complex mental health problems, 
it became apparent from speaking to my supervisor, that outcome 
measurement amongst this client group was not as clear cut as it was in 
primary care. This client group is one that I have not worked with before so I
31
Academic Dossier: Literature Review
must admit I am learning a lot along my journey with the team and the 
service users. I come from a position which recognises that people with 
mental health problems such as psychosis, have a valuable voice which 
should be listened to, and can contribute meaningfully to services if given the 
opportunity.
Introduction:
Initially when I was trying to select a topic to review which could also be 
useful for the CNS, I was keen to develop my previous knowledge about CBT 
from primary care and see how it is applied and adapted for people who 
experience psychosis. Therefore I started this journey at a very different 
place, wanting to review the evidence base for CBT for people who 
experience psychosis. However I soon realised this was a very broad topic to 
cover within the limits of this literature review, and therefore decided to focus 
in on a more specific area. This led me to seek advice from a colleague in the 
field who helped me identify outcome measures as an area of interest. This 
coincidentally was something that had already been raised as an issue by my 
placement supervisor, who was reviewing what measures to use routinely 
within the CNS. When this became apparent I was quite surprised that there 
were not any routine measures used within the service already, which was a 
huge contrast to my experience in primary care. I was therefore curious 
about why there were no clear outcome measures in place for people with 
psychosis. From examining the literature there appears to be an evolution in 
terms of the nature of measures over the years. That is, from clinical 
measures to more client/person centred and service user defined measures.
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Usefulness and Relevance of this Literature Review:
Outcomes measures have become a key part of mental health policy due to 
drivers such as Lord Darzi’s Department of Health (DoH) report “High Quality 
Care for All” (2008) and service development pressures. In 2002 the DoH 
showed its commitment to measuring outcomes and began a pilot of 
outcome measurement in England, testing four instruments in four sites. In 
addition to this, the DoH recently published an “Outcomes Compendium” 
(DoH, 2009) which aims to provide information for clinicians about available 
measurement tools, their properties and uses, and help them ‘gauge clinical 
effectiveness and recovery, in a balanced, culturally appropriate, ethical and 
respectful manner' (DoH 2009, p.7). This clearly highlights the governments 
focus on outcome measurement in clinical practice, and is not just an 
important issue within my service, but a key one to consider within the NHS 
as a whole. From examining the literature there seems to be a wide variety of 
outcome measures available for people who experience psychosis and this 
has led to confusion about what measures to use within services.
Statement of Main Objectives of the Review:
Therefore in this literature review I will examine this “evolution” in further 
detail, and will look at key outcome measures that have been used in the 
past, the present, and measures which are being developed for the future. I 
will question why this evolution has occurred, and what this means for clinical 
practice.
Search Strategy and Literature Material:
This literature review was conducted in three stages. First, I sought advice 
from an expert in the field to identify important articles of relevance, which 
were then used for citation searches. Secondly, these articles were used to 
generate search terminology (listed below) designed to identify additional
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relevant articles. Finally, further relevant articles cited in the literature were 
obtained.
The following search terms were used and combined using Boolean 
operators AND/OR within Psych INFO and Google Scholar: outcome, 
measures, measurement, tools, schizophrenia, psychosis/ses, measuring, 
clinical measures, client measures, service user defined measures, CBT, 
cognitive behaviour therapy.
Materials that were included in this literature review included the following: 
-NHS/DoH policy documents.
- Studies in English only.
- Studies which examined outcome measures for CBT only.
What is an Outcome Measure?
Outcome measures have traditionally been used to determine whether 
clinically important changes have occurred in an individual’s condition. It is 
important to establish what is meant by the term “outcome” as this will guide 
what measurements are used. Generally, outcome means the ‘positive 
changes, benefits, learning or other effects that result from the work that 
clinicians do’ (DoH 2009, p.6). One problem with this definition is that 
outcomes could improve as a result of self-help rather than professional help, 
therefore causality cannot be assumed between interventions and outcomes. 
Another problem with this definition is that outcomes may not always be 
positive, as maintenance of a client’s health status may be viewed as a 
positive outcome in itself. Outcomes may also vary according to different 
perspectives, for example the clinician’s perspective may be very different 
from the client and the carer. This raises the issue of who should complete 
the measure?
Therefore outcome measures are a complex subject starting from the 
definition itself. As a result of this complexity, historically outcome measures 
have been used by researchers in Randomised Controlled Trials (ROTs) as
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opposed to clinicians in routine clinical practice (Gilbody etal. 2002). The 
disadvantage of using outcome measures present in RCTs is that they may 
lack external validity as the participants used form a homogeneous group, 
and the services they receive are different from that received by a “typical 
client” in clinical practice. However it is still important to review the outcome 
measures that have been used within RCTs to gain an understanding of the 
measures that have been recognised and valued in the research domain.
Outcome Measures Used within RCTs for Psychosis:
I have selected a series of key RCTs and meta-analyses studies of CBT, 
examining the outcome measures used within them (Garety et al. 2008; 
Pfammatter et al. 2006; T rower et al. 2004; Wykes et al. 2008; Zimmermann 
et al. 2005). From examining these papers, outcome measures focus 
primarily on clinical aspects of the condition, and have specifically looked at 
positive/negative symptoms, relapse rate, readmission, death, and treatment 
non-compliance. Affect, distress and improved functioning have only been 
measured to a small extent, and only in the Garety et al. (2008) study is 
social functioning and the carer's perspective taken into account.
Why is there such a focus on clinical measures within RCTs? One reason for 
this focus is that this has enabled RCTs to be compatible with RCTs for 
medication and therefore allows meaningful comparisons to be made, which 
then allow for the efficacy of an intervention like CBT to shown. This has 
clearly been successful as CBT for psychosis is recommended in NICE 
guidelines (NICE, 2009) for schizophrenia. However Birchwood and Trower 
(2006) argue that mirroring the evaluation of neuroleptics to establish CBT as 
a credible treatment for psychosis is not the right approach to take, as it has 
caused a lack of focus on understanding the key ingredients that make CBT 
effective. It has also meant a key concept within CBT -  ‘emotions’, has been 
removed from the picture, despite the evidence base demonstrating the high 
level of affective disorders present in people with psychosis (Birchwood &
Trower, 2006).
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Another reason why RCTs have focused on clinical measures, is that 
historically in the field of psychosis, there has been a focus on the medical 
model with anti-psychotic medication as the main form of treatment used. In 
addition to this, there was the strong view that because of the severity of the 
condition, clients' with a diagnosis of schizophrenia were unable to provide 
client-reported outcomes or be able to engage in “talking therapies”.
Therefore when considering the evolution of outcome measures used for 
people who experience psychosis, it is clear that initially measures were 
clinical in focus for a reason. I will examine some key clinical measures in 
further detail.
Clinical Measures:
Hospitalisation/Relapse-
Hospitalisation has been one of the most frequently used outcome 
measures within the mental health arena and has been reported in one of 
three ways: the number of hospital admissions during a set period of time; 
the time to readmission (relapse); or the duration of in-patient care (Burns, 
2007). The advantage of using hospitalisation as an outcome measure is that 
it has good face validity, allowing clinicians to immediately understand what it 
means without the need for much interpretation. Another advantage for 
service providers specifically, is that statistics about bed occupancy is vital 
information necessary for health economic analysis and has a direct impact 
on service planning and development (Burns, 2007). However, as 
hospitalisation is an extremely context specific measure, it makes it difficult 
for service providers to generalise results across healthcare systems.
The main disadvantage in my mind is that hospitalisation is a very negative 
therapeutic goal that undervalues the client. It gives the strong message to 
client’s and carers that “keeping beds empty” is the key and that other
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important outcomes such as improved well being, quality of life and symptom 
management are not (Burns, 2007). Despite these limitations, I do not think 
hospitalisation as an outcome measure should be totally rejected. Instead 
there should be a primary focus on positive goals which may lead to hospital 
reduction as a ‘by product’. In addition to this, one specific limitation related 
to relapse rates as an outcome measure is that there is no clear definition of 
what relapse means, and therefore creates confusion when comparing the 
effectiveness of an intervention.
Overall hospitalisation/relapse as an outcome measure does have some 
value and will undoubtedly continue to be measured. However its use 
highlights how there has been a greater focus in the past on service 
providers goals rather than client centred goals in the evolution of outcome 
measures. Another type of clinical measure that has been widely used, are 
symptom based measures such as the Brief Psychiatric Rating Scale (BPRS; 
Overall & Gorham, 1962).
BPRS-
The BPRS assesses the level of 18 symptom constructs such as hostility, 
suspiciousness, hallucination, and grandiosity. It is based on the clinician's 
interview with the client and observations of the client's behaviour over the 
previous two to three days, and is particularly useful in gauging the efficacy 
of treatment in clients who have moderate to severe psychoses (Overall & 
Gorham, 1962). For each symptom construct, the clinician must enter a score 
that ranges from one (not present) to seven (extremely severe). The BPRS 
has been used extensively within clinical trials, and its strengths include good 
reliability, validity and sensitivity (Hedlund & Vieweg, 1980). It is also a 
practical measure to use, given that it only takes 20-30 minutes to complete 
and score.
However the measure has a clear focus on objective symptoms alone and 
does not take into account client’s views about their health status. This
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strongly reflects the fact that the measure was originally developed to 
characterise psychopathology and to measure change in clinical 
psychopharmacology research. Another example of a widely used symptom 
based measure is the Positive and Negative Syndrome Scale (PANSS; Kay 
etal. 1987).
PANSS -
The PANSS is a 30-item measure which was developed to measure 
symptoms severity in clients with a diagnosis of schizophrenia. It provides a 
balanced representation of positive and negative symptoms and gauges their 
relationship to one another and to global psychopathology (Kay et al. 1987). 
The client is rated from 1-7 on 30 different symptoms based on the interview 
as well as reports from family members or primary care hospital workers (Kay 
et al. 1987). Like the BPRS the focus is on the client symptoms, and although 
there is the opportunity to seek the opinions of family and key staff involved 
in the client’s care, it still neglects to take into account the client’s opinion. 
Another limitation of the PANSS is that the interviewer has to be trained to 
administer the measure and therefore is not as practical to use as the BPRS. 
Also, despite the fact that the PANSS has been shown to have good 
reliability and validity, Peralta and Cuestas’ (1994) study showed that the 
distinction between positive and negative symptoms is an oversimplification, 
and that the symptoms of people diagnosed with schizophrenia can be better 
conceptualized as being composed of at least three dimensional syndromes: 
positive, disorganized, and negative. In addition to this, the clinical 
implications of the measure are not always clear. For example, it is not clear 
how ill a patient with a PANSS total score of 30, 50 or 90 actually is from a 
clinical judgement point of view. As a result Leucht et al. (2005) attempted to 
tackle this issue by linking PANSS scores to Clinical Global Impression (CGI) 
ratings.
Overall, the PANSS is a useful measure to consider as a measure of 
symptom severity, but I think like the BPRS, it oversimplifies a complex
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condition, it removes the “client” from the picture, and does not consider the 
level of distress or disruption to life that the client feels. Both the BRPS and 
the PANSS measure symptom severity on a uni-dimensional scale, which 
take into account a variety of dimensions of a target symptom. However one 
problem with this approach is that these measures omit the multidimensional 
nature of psychotic symptoms in relation to measuring treatment outcome. 
This led to the development of multidimensional measures such as the 
Psychotic Symptom Rating Scale (PSYRATS; Haddock etal. 1999).
Dimensional Measure of Symptoms: PSYRATS
The PSYRATS consists of two scales, one for auditory hallucinations (AH), 
and one for delusions (DS). The AH is an 11-item scale which includes 
dimensions such as frequency, duration, distress; the DS is a 6-item scale 
which includes dimensions such as preoccupation, conviction, disruption to 
life. Both scales are rated on a five point ordinal scale (0-4). The PSYRATS 
has been shown to have good reliability and validity for clients whom have 
chronic psychotic experiences and for clients whom have had an acute first 
episode of schizophrenia (Drake etal. 2007; Haddock etal. 1999). It is an 
improvement on the uni-dimensional measures already mentioned, by taking 
into account the amount of distress and disruption to life that AH and DS 
cause the individual.
These additions show a more person-centred approach which has previously 
been lacking in measures. Also, considering distress is a key target for 
psychological interventions, the PSYRATS provides a valuable measure of 
symptom related distress which can be used effectively within clinical trials of 
psychological interventions. However similar to the BPRS and the PANSS, 
the PSYRATS is a clinician-rated measure which does not fully allow for the 
client's perspective to be heard. A number of “specific” measures focusing on 
AH or DS have been developed such as the Beliefs About the Voices 
Questionnaire (BAVQ; Chadwick & Birchwood, 1995) which was developed 
from the cognitive model of the maintenance of AH. This model proposed
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that people's emotional and behavioural reactions to AH not only reflect 
content and form, but also the meaning given to the AH. Thus the 
development of this measure shows a shift from a focus on symptoms alone 
to a focus on what the experience means to the individual (Chadwick & 
Birchwood, 1995).
Specific Measures of Symptoms: BAVQ
The BAVQ measures beliefs, feelings and behaviours associated with AH 
and has been used frequently in clinical trials. It consists of 30 items which 
fall under several dimensions, for example: malevolence, benevolence, and 
engagement. Individuals have to answer “yes” or “no” to these questions 
which takes approximately five minutes to complete. It has been reported to 
be an acceptable, non-intrusive and easy to complete measure, which has 
good reliability and validity (Chadwick & Birchwood, 1995). I think that 
ultimately this measure is a move in the right direction as it is a client 
reported measure that really starts to think about the individual and what the 
individual’s experience of AH means to them. Therefore it is not a generic 
understanding of AH but an individualised understanding of AH which can be 
different from person to person. However, one weakness of the BAVQ is that 
due to the limited response that individuals can give, that is “yes/no”, it can 
be argued that subtle changes over time and small individual difference can 
be missed as a result (Chadwick et ai. 2000). Also, it can be argued that 
considering the importance of people's perceptions of AH as “omnipotent”, 
the BAVQ does not have sufficient items to measure omnipotence as there is 
only one item present currently. Positively, these criticisms have been 
addressed in the revised version of the BAVQ, the BAVQ-R (Chadwick et al. 
2000).
The BAVQ demonstrates how the applicability of CBT has been recognised 
and developed within the field of psychosis and has clearly influenced the
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type of outcome measures that have been developed. Another type of 
measure that was developed as an outcome measure specifically for CBT is 
a service user defined measures called “Choice of Outcome in CBT for 
Psychoses” (CHOICE; Greenwood et al. 2009). This measure allows service 
users to express what outcomes are important to them, and helps 
services/clinicians to not only understand what the experience of psychosis 
means to the individual, but also allows them to understand what the 
individual's personal values and goals are.
Service User Defined Measure: CHOICE
CHOICE was developed with the help of twelve service users who had 
received CBT, who then participated in focus groups to discuss their outcome 
priorities, using a topic guide generated by a panel of CBT experts 
(Greenwood et al. 2009). The focus group data was analysed to generate 
items, and a questionnaire was developed from these items and piloted with 
service users who had not received CBT. The questionnaire has a two 
dimensional 24-item self-report format which provides mean scores for 
severity and satisfaction with a range of difficulties. CHOICE has good 
reliability and validity and is sensitive to change. Another strength is that 
CHOICE items overlap with sub-themes of factors identified as important in 
recovery from psychosis (Greenwood et al. 2009), therefore captures 
outcomes related to recovery from psychosis. The measure also includes 
outcomes relevant to the targets of CBT, for example “knowing I am not the 
only one person who has unusual experiences” illustrates the CBT concept of 
normalising the experience (Greenwood et al. 2009).
However CHOICE has only recently been developed and as yet has not got 
sufficient empirical evidence supporting its use. The generalisability of the 
results needs to be questioned as the participants used were volunteers from 
a specialist clinic with longer term service needs. Therefore these results 
may not be applicable to people from other services and in their first episode 
of psychosis. Overall the development of this measure is very promising as it
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is the first service user led outcome measure of CBT which fully takes into 
account the client's definition of recovery and their goals.
For me, the development and investment in service user defined measures 
highlights how far outcome measures have evolved. There was a time when 
the idea of such a measure would not have entered people's minds and 
would have been viewed as useless. Now the complex nature of outcome 
measures has been recognised and individuals have been placed at the 
heart. As you can see there is an evolution from symptom focused measures 
to measures which are more focused on what the experience means to the 
individual, and measures which incorporate the client’s personal values and 
goals. Before I discuss the clinical implications of the evolution of these 
outcome measures, I think it is necessary to reflect on why such a huge shift 
in the nature of outcome measures has occurred.
Why was there a Shift In the Nature of Outcome Measures?
I think one of the main contributing factors which helped shift the focus of 
outcome measures from a clinical nature to a more person/client centred 
nature is the rise of the recovery model. Historically the concept of recovery 
was not viewed as applicable to people with psychosis due to the pessimistic 
view that it was a chronic condition with a negative outlook. However, since 
longitudinal studies showed that it was feasible for half or more individuals 
with first episode schizophrenia to have good outcome (Liberman & 
Kopelowicz, 2002) this pessimistic view began to change. In addition to this, 
another force which has contributed to this shift is the growing consumer 
movement among people with schizophrenia that has challenged people’s 
beliefs about the course of the condition and their assumptions about the 
possibilities in life for someone with a diagnosis of schizophrenia (Bellack, 
2006). Thus these two forces have been vital in promoting person/client 
centred practice, which is now reinforced within the political arena, as
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recovery-oriented mental health services are incorporated into NHS policies 
(DoH, 2001).
This shift in outcome measures is further endorsed by the fact that CBT is a 
“collaborative process” where the targets of CBT are informed by the needs 
and wishes of the client. I believe that this shift to recovery-oriented practice 
is very positive for people with psychosis, and although this shift has only 
taken place recently, at least it has occurred and hopefully will continue to 
develop in the future. However in order for this development to occur, the 
empirical basis for the concept of recovery needs to be given more attention 
in terms of measurement.
Another factor which has contributed to this fundamental shift in the 
evolution of outcome measures, is the DoH drive for a patient centred NHS 
which incorporates service user and carer involvement (DoH, 1999). This 
drive to involve service users and carers as much as possible in research, 
development and delivery of services has emphasised that at the heart of the 
NHS are the people that use services. Service user and carer opinions are 
now recognised as important, whereas is the past, this was not the case as 
clients were viewed as passive recipients of care. In terms of outcome 
measures for people with schizophrenia, this has meant that patient-centred 
measures are becoming more prevalent which has the advantage of giving a 
more sensitive measure of the progress of the disorder (McCabe et al. 2007). 
It has also meant that service users themselves have become involved in 
defining their own outcome (eg. CHOICE; Greenwood et al. 2009).
Thus it is apparent that a number of factors have contributed to the shift in 
the nature of outcome measures, and that the nature of outcome measures is 
not fixed. It changes as society’s agenda changes, measurement technology 
changes, and as treatment and services change (Burns, 2007). This 
evolution in outcome measures indicates a philosophical shift with a greater 
recognition of clients’ views. People with psychosis are treated as agents of
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their management whom “can influence what should be the measure of how 
they are doing”. So what does this ‘philosophical shift’ in outcome measures 
mean for clinical practice?
Implications for Clinical Practice:
In clinical practice this evolution of measures must be taken into 
consideration and expected to continue. For example when considering CBT 
as the treatment, the broad range of CBT targets influence the selection of 
outcome measures. When considering services, the development of 
community mental health teams and assertive outreach teams means that 
the outcome difference that must be measured must be more sensitive, but 
also broader to enable them to encapsulate all outcomes of relevance to the 
service user. This means that outcomes measured in one service may 
justifiably be different from another service for these reasons. Therefore 
service providers need to conduct complex assessments of their services 
with the help of their service users to help determine what outcomes are 
important to their target client group. This could for example be achieved by 
setting up focus groups within a service which aim to understand and 
establish what is important to service users. Services must stop making 
assumptions about what they think service users value and want, and 
actually listen to what they say. By doing this, differences and diversity 
present amongst service users will be recognised and respected.
I think that this emphasis on person/client centred practice also has the 
advantage of sending the strong message to service users, carers and 
professionals, that service users opinions are valued and that they have the 
right to work collaboratively with services. Research has shown that 
practitioner exhibited stigma can be observed as low expectations for both 
prognosis and recovery, and low expectations of character, attributes and 
potential (Sartorius, 2002). Thus by adopting a more person/client centred 
approach to outcome measurement, services can emphasise the fact that 
clients have a role in determining what outcomes are measured. This in turn
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can help to change negative attitudes and assumptions that staff and/or 
service users themselves have about people diagnosed with schizophrenia.
Another implication for clinical practice is with regards to training and data 
collection needs. Services will need to think about the training required to 
administer outcome measures, and about how the data will be recorded and 
stored. If data is collected routinely, this has resource implications that need 
to be considered seriously, as the process of data collection can be time 
consuming and raises issues about confidentiality. Therefore it is not only 
important to apply measures which are valid and reliable, but ones that are 
also easy to apply in practice. If data is collected nationally across similar 
services the advantage is that this data collection can allow comparisons 
between services and promote further research and development of services. 
This has greater external validity compared to outcome measures developed 
and used within RCTs. However it is important to be realistic and bear in 
mind that this positive effect on services may not prevail, as Gilbody et al. 
(2001) showed in a systematic review of outcome research in mental health 
that the use of measures did not improve outcome or quality of care of 
common psychiatric disorders (in non-psychiatric settings).
Conclusion:
From examining the literature there is a clear evolution in outcome 
measures used for people who experience psychosis. That is, from clinical 
measures which are focused on symptoms, to person/client centred 
measures and service user defined measures, which are focused on what 
the experience of psychosis means to the individual and their goals. A 
number of factors have contributed to this shift in the nature of measures 
such as the promotion of recovery-oriented practice and service user 
involvement within the NHS, as well as the CBT concept of “collaboration”. 
This evolution in my opinion has been a positive one which can contribute to 
the self empowerment and general well-being of clients who experience
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psychosis, by giving the clear message that their views are significant and 
valued, and that they are active agents responsible for their own outcome. 
This in turn can help change societal negative views and assumptions about 
mental health problems and people with psychosis. That is not to say that 
clinical measures are irrelevant, because I think they are useful too, but 
ideally clinicians need to think about using a variety of measures that reflect 
the complex and multidimensional nature of outcome measurement. That is, 
measures which are clinical/symptom focused, in addition to measures that 
establish what the experience means to the individual and their personal 
goals. As outcome measures in this field will continue to change, it is difficult 
to know what measures to recommend for different services. Therefore I 
think it is important to keep abreast of these changes and continue to work 
collaboratively with service users. Future research should aim to develop and 
pilot a set of outcome measures within services to ascertain what selection of 
measures is most effective in practice.
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Introduction:
I am writing this PBL reflective account on my group’s presentation on “the 
relationship to change”. I have decided to write using a narrative approach, 
commenting on the various stages of the group task and the group process, 
including my personal and professional reflections throughout.
PBL Reflections:
When we had our first Personal and Professional Development (PPD) group 
session I remember feeling quite unsure about what this group experience 
was about, and did not know what to expect. I was with seven other trainees I 
did not know and a facilitator who was from the academic team. What was 
my role? What was the facilitator’s role? What was the purpose of this group? 
When the task was revealed I felt quite frustrated as it seemed so vague. I 
wanted to do well as a new trainee and here I was in a strange group 
struggling to even understand the question! Not a good start I remember 
thinking at the time. I like things in my life to be more clear-cut and organised. 
So on the one hand, I did not like the “not knowing” element of being a new 
trainee and of being new to the PPD group experience; however I was also 
intrigued and excited about embarking on this journey.
One of the first things we did as a group was to select a scribe and a chair.
My instant reaction was not to nominate myself as I did not know what these 
roles would involve, and felt safer and more comfortable just being a group 
member. To my relief two people nominated themselves. I know that when I 
am in a position in which I do not know what is expected of me, I prefer to 
observe and listen first as this is how I learn best. On placement I made sure 
that I informed my supervisor of this, who took this on board and had 
arranged for me to observe her and other professionals in the team, and
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provided me with useful reading materials to make a start on. I really 
appreciated this approach as it took into account what works best for me.
This made me realise how important it is when working with clients to adopt a 
person-centred approach, and facilitate change to occur in a way that is 
tailored to suit the individual needs and goals of the client.
In line with my cautious nature, even after we decided what our roles were, I 
still looked to the facilitator for guidance, wanting her to lead us and tell us 
what to do. Her role was unclear to the group and she seemed to keep quiet 
most of the time. I wonder whether that is what new clients first expect from 
therapy, to be led with a “here’s what to do approach”. CBT is the therapy 
model I am currently using, which does not adopt this stance, instead it 
highlights the importance of collaboration in therapy, where the therapist 
does not lead, but guides the client to change and achieve their goals using 
various techniques.
Once we realised that the facilitator’s role was not to lead us, we turned to 
each other for support and started to brainstorm and tackle the task. We 
initially felt safer looking at the literature and existing theories which I think 
reflected the fact we were psychology students used to working in this way. 
However I felt that the task did not just want us to regurgitate existing 
theories but felt we should focus more on what change means to us in our 
lives. As the group was respectful, polite and attentive, I felt able to express 
my opinion, and fortunately it was taken on board.
Whilst doing the group task, I was aware I wanted to be liked and wanted the 
group cohesion to be strong (Piper et al. 1983). I did not want to portray 
myself in a negative way and to some extent hid some of my true emotions. I
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think that when I am with new people as I want to make a good impression, 
naturally adopt this strategy, for example in the trainee-supervisor 
relationship. This made me realise how important it is for me to feel safe in 
my relationships, and how important it is as a therapist to enable my clients 
to feel safe within therapy. I have learned from working within assertive 
outreach, how vital it is for me to give clients space and time, as well as 
display warmth, empathy and genuineness. When I first started my 
placement, I underestimated the importance of these skills, but have since 
developed them and observed the positive impact they have on the 
therapeutic relationship.
Within the group, I was aware of its size and realised how easy it would be in 
this group environment for cohesion to be low, bearing in mind the 
differences and diversity that must undoubtedly be present. Our beliefs, 
values, working styles and personalities, are just some of the factors that 
could have contributed to poor group cohesion. It made me think about my 
placement and working within a multi-disciplinary team (MDT) where different 
professionals, from different backgrounds, with different perspectives work 
together for the best interests of clients. This approach can be very 
successful but I know it can also be challenging due to differences and 
diversity present. I managed this issue on placement by gaining a better 
understanding of the differences present in the MDT through shadowing 
team members.
Fortunately group cohesion was strong, and group members were respectful 
and cooperative, and everyone seemed to be happy with what we decided, 
which was to look at factors which influence our relationship to change. We 
decided to include a role play to illustrate two different perspectives of 
change about our university undergraduate experience. I felt confident to
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nominate myself to do this role play whereas others did not. Going to 
university for my first degree was a positive change for me due to a number 
of factors: it was planned, expected, I was prepared for it, and I was well 
supported. If these factors were not present I think my experience of change 
would have been very different.
This is something that I think is also true for clients entering therapy. For 
example if it is not expected or wanted, and they are not well supported in 
their journey then I doubt their experience of therapy and change will be 
positive. Instead when considering Prochanka and DiClemente stages of 
change model (1982), the client is likely to be in a pre-contemplative or 
contemplative stage, not in the necessary preparation or action stage. A 
good example of this is a client with a diagnosis of schizophrenia whom I 
recently assessed in AOT for help with bereavement issues. He did not want 
to engage, and after speaking to his care co-ordinator it was clear he did not 
engage as he did not feel he needed help, unlike his care co-ordinator. From 
this experience I learned how important it is for the client to be ready and 
motivated for therapy and essentially be an agent of change.
In the NHS this notion of clients as agents of change has been adopted at a 
service level too, where clients are actively encouraged to get involved with 
service development, design and delivery via service user involvement 
initiatives. Thus clients have been placed at the heart and have an important 
role to play in the ever changing NHS. In addition to clients being agents of 
change, I think that clinical psychologist are agents of change in the NHS.
Our evolving role has meant that we have a greater responsibility for services 
other than direct therapeutic work. For example within the AOT that I work in, 
a key tenant of this team structure is that the recovery model should be 
adopted (NIMHE, 2005). However, from working in my team I am not sure
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whether this approach is adopted in practice. I think the role of a clinical 
psychologist in this instance is to raise awareness about this issue and help 
support the team to move towards a more recovery-oriented practice via 
education, training, and service user involvement.
As a group we noticed how much easier it was to reflect and think about past 
change as opposed to recent change. We all instinctively did not use our 
experience of current change as a trainee clinical psychologist, and instead 
chose to focus on our undergraduate experiences. I think because we had 
only just started training, this change in our lives was still new, so we did not 
feel safe to talk. There is something about the passage of time that makes 
reflection easier and changes the reflection itself: reflection-in-action and 
reflection-on-action (Schon, 1983). I now understand why this reflective 
account has been set so much longer after the PBL task.
Once we had an outline of our presentation we made sure that we spent time 
practicing it together. Time was running out, and I remember feeling anxious 
as I thought some people in the group did not prepare their parts as well as 
they could have done. I did express the initial worry that time was limited, but 
did not want to upset or offend group members by expressing the latter view 
-  I wanted to be liked! When the day of the presentation came, I remember 
feeling quite nervous. My anxious state increased as the group before us had 
set a high standard, and frustratingly our sound effects were not working. 
Despite this hiccup, the presentation went well, but I was surprised by how 
nervous we all were. On reflection, I felt we could have performed better if we 
practiced more and included more theoretical links.
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I think that the experience of working together was a good way to get to know 
each other. I felt as a group we worked very well together and were very 
respectful of each other's views. I think we were generally a very relaxed 
group and I think this may be partly due to the fact that we were the trainees 
that opted to be in the group that had meetings in the evenings in the first few 
weeks. I never really thought about this fact until after the task, but realise 
this made our group unique, as we were not selected but self-selected. I 
wonder whether that is because we all have a relaxed nature and did not 
mind staying late as it meant having a “lie-in” the subsequent morning, or 
whether we wanted to be helpful to the course by offering to do this. Perhaps 
that is why we worked so well together? I am aware that the fact that we 
stayed late has had direct effects on the group composition, for example it 
has understandably deterred trainees with children. This is one way our 
group is similar, perhaps over time we will discover what further direct and 
indirect effects this self-selection has had on our group.
Conclusion:
Considering that at first I found this problem based learning task frustrating, 
in hindsight I have found the non-specific nature of the task refreshing as it 
allowed our group to interpret freely. From observing the other group 
presentations this is something that really stuck in my mind, as all the groups 
had produced very different presentations despite being set the same task. It 
was amazing! It highlighted to me that this PPD group experience is what the 
group members make it. Things are not clear-cut but this provides us with the 
opportunity to mould the group and create whatever roles we want amongst 
ourselves. This experience has helped me to think about my upcoming role 
as a qualified clinical psychologist in the ever changing NHS, and how this 
role is also not inert, but is constantly evolving and can be moulded just like 
our group. I look forward to future group experiences, particularly the 
opportunity to learn from the group and learn more about myself.
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Introduction:
I am writing this PBL reflective account on my group's presentation on “Child 
Protection, Domestic Violence, Parenting, Attachment and Learning 
Disabilities''. The task involved working with a complex case: the Staines 
family who have twin daughters, Sally and Sarah. These children are on the 
child protection register under the category of emotional abuse and neglect. 
Mr and Mrs Staines come from a low socio-economic background. Mrs 
Staines has a mild learning disability, and Mr Staines has learning difficulties 
(neither of them is able to read or write English). Mrs Staines has two older 
children from a previous marriage, but has no contact with them due to 
closed adoption proceedings. Her ex-husband was physically violent towards 
her, and her current husband (Mr Staines) is also violent towards her when 
he is inebriated. Mr Staines' parents are members of a fundamentalist 
evangelical Christian church, and are supportive of the family. The family 
have contact with numerous services which include the following: Social 
Worker, Learning Disability (LD) psychologist. Solicitor, Women's Shelter, 
Paediatrician, Court Reporter, Family Centre, CAMHS team. Community 
Psychiatric Nurse (CPN) and Foster parents.
The children's Guardian has approached the LD psychologist to help the 
Court by conducting a full risk assessment and, if appropriate, to help the 
Court develop a rehabilitation plan for the children. Our group task was to 
think about what an applied psychologist can do to help the situation, and 
present this in a 20 minute presentation. I have decided to write using a 
narrative approach, commenting on the various stages of the group task and 
the group process, including my personal and professional reflections 
throughout.
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The Task:
As we are in the second year of our training now, and have had previous 
experience of a PBL task, this time round the task did not seem as anxiety 
provoking. As a group we have got to know each other better over the year 
and I think we are more comfortable working together than before. Although 
this task (like the previous PBL task) was not clear-cut, it seemed more 
clinically relevant as it involved a real family. I liked this element of the task a 
lot, and think the group felt there was something to learn here and was 
motivated by this. This time we embraced the freedom to interpret and 
address the problem in any way we liked. This was very different to the first 
PBL where we were frustrated by this freedom and the task's non-specific 
nature.
Despite feeling motivated and intrigued by the task, I remember thinking how 
complex the task was. There were so many perspectives to hold in mind, so 
many issues to think about. I remember feeling quite overwhelmed with the 
amount of information present. I also felt quite inexperienced with the issues 
involved in the task. I have not worked clinically in LD or Child services yet, 
and have not worked with people who have experienced domestic violence. 
The majority of my experience has been in adult mental health where 
Cognitive Behaviour Therapy (CBT) was the main form of therapy used. As a 
result of service design and limited resources, there was no capacity to work 
systemically with clients' partners or their families, and instead I worked with 
clients individually.
I think CBT worked well for many clients, however when presented with the 
Staines family case, it is easy to see the limitations of such an approach. 
Using a systemic approach seemed to fit more naturally with the task but was 
not as familiar to me as CBT. As a result of this I wanted to use this task to 
develop my understanding of systemic practice. I felt able to express these
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thoughts to the group as members were respectful of each other and 
supportive (De Cremer & Tyler, 2005). When I did this, I was glad to hear that 
many of the other group members felt similarly. I could clearly see how we 
were more enthused by this task and more willing to make the most of this 
learning opportunity. We had a shared understanding and a common goal 
(O’Leary-Kelly ef a/. 1994).
Selecting the Scribe and Chair:
One of the first things we did as a group was to select a scribe and a chair. 
Similar to the previous PBL, my instant reaction was not to nominate myself. 
Looking back I am frustrated with myself for not doing this. I knew what these 
roles would entail and knew I could do them, yet I shied away from the 
responsibility. Interestingly, so did everyone else and we eventually resorted 
to playing rock-paper-scissors to decide on who would take these roles. I 
remember being shocked by this selection process, and thought we were 
being childish and wasted time.
I think that as our group is very relaxed, it sometimes means members do not 
take the group seriously and take individual responsibility, similar to the 
effects of social loafing (Szymanski & Harkins, 1987). As a result it felt risky 
for me to take responsibility, by nominating myself for scribe/chair as it 
challenged the “status quo”. What is the point if no one values the group and 
therefore your role? Despite having a common goal, the group seemed to 
struggle at the first hurdle.
This reminded me how important it is in my therapeutic work to set clear 
goals with clients and also openly discuss the commitment necessary for 
therapy. Without commitment from the client, regardless of having a goal, 
therapeutic work will not progress. This was certainly the case for one of the
62
Academic Dossier: PBL Reflective Account II
clients I worked with in my adult mental health placement. This client was a 
woman who was referred for help with obsessive compulsive disorder. We 
had agreed a short term goal, yet she was not ready to commit to therapy 
and confront her difficulties. This was reflected in her attendance at therapy 
which was very poor, and eventually resulted in me discharging her from the 
service. I think in the group, the common goal was agreed, but the 
commitment was lacking as this involved taking responsibility and therefore 
risks.
Risk taking is not only an important issue within the group, but also in my 
clinical practice. For example when thinking of the Staines family, the 
children's welfare and safety is at risk and it would be easy on the one hand 
for the Social Worker to take the children away from their parents to eliminate 
any risk of harm. However, on the other hand, it is important to think about 
positive risk-taking (Rethink, 2009) openly with the family. This approach 
accepts that risks are a part of everyday life, and understands the importance 
of supporting the client but allowing them to take responsibility for their life.
I understand that positive risk-taking is not an easy principle to adopt due to 
the blame culture present within society and services (Morgan, 2007); 
however, I have seen that it is possible to achieve. On my placement in an 
assertive outreach team, I worked with a woman who had a diagnosis of 
schizophrenia. She experienced auditory hallucinations which told her to 
carry a knife with her. This was clearly a risky behaviour, but was well 
managed by the team due to thorough risk assessments, monitoring and 
good communication amongst the team, as well as with the client. This work 
successfully balanced the needs of the client with the needs of society.
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Moving Forward with the Task:
Once we finally managed to select the scribe and chair, the group seemed to 
flow much better. We discussed our ideas in a very diplomatic way that felt 
respectful, helpful and surprisingly natural. We all seemed to come to a 
shared agreement quite easily about focusing our group presentation on one 
area - systemic formulation. This decision was not difficult as most group 
members were inexperienced in this approach, and wanted to learn more. 
Also, as we had two members who had experience of family therapy on their 
placements, it seemed to make sense to learn from their experiences.
We decided it would be good for the presentation to centre around a family 
therapy session with a reflecting team. We wanted to convey everyone’s 
different perspectives fairly in the presentation, and were particularly 
sensitive about representing Mr and Mrs Staines in a respectful manner with 
regards to their learning disabilities. Coming from a low SES and ethnic 
minority background myself, it was very easy for me to see the Staines family 
as victims of services, whom have been discriminated against due to their LD 
and SES. I was very aware of my opinions and this is why when specific 
roles were assigned, I opted to go against my natural stance and experience 
what it must be like from the Social Worker's perspective. Although this was 
uncomfortable, I am glad I did this as it helped me to understand their 
perspective of the problem and think about the pressures other professionals 
and services face.
As a group we developed the formulation and constructed diagrams to 
simplify it (Dallos & Draper, 2010). The whole process seemed very 
collaborative. People took responsibility for their roles, worked on them 
separately, and then re-grouped. It seemed to come together really well and 
everyone seemed to be happy with the process. This highlighted the 
importance of collaboration, warmth and respect in my clinical practice, both
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in my therapeutic work with clients, but also in my work with other 
professionals in the team (Beck, 1967; Beck etal. 1979). I have learnt in my 
clinical practice how important collaboration is and how effective it can be.
Early in my clinical practice, I used to take a lot of responsibility for my 
therapeutic work and wanted to “rescue my clients”. For example I would 
write things down for client's and think of solutions myself when client's had 
not even tried. I soon realised how unhelpful this was and quickly changed 
my approach by using tools like Socratic questioning (Padesky, 1993) to 
work with my clients. This change had an effect and sent the clear message 
to my client's that therapy is also their responsibility, and requires them to 
take an active approach to achieve change.
Lack of Facilitator:
I think bearing in mind the fact that we had no facilitator present for this PBL, 
we were surprisingly organised, responsible and functioned well overall. The 
reason I was surprised by this, is because from the way we started the task 
(in the selection of scribe/chair), I feared we would have a group that would 
be irresponsible, disorganised and immature. Looking back, I am glad our 
facilitator was not present as the task gave us the opportunity to self-manage 
and monitor ourselves.
I think that one factor that may have contributed to the group working well 
without a facilitator, was the fact that there was a large amount of university 
time allocated for the PBL task. For me, this sent the message that the task 
was important and needed a significant amount of time to complete well. 
Additionally I think we functioned well in this task because members were 
more relaxed and motivated by the task and therefore took greater
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responsibility for it. I think there was a good balance achieved between 
working hard and also enjoying the task and the time together.
The Presentation:
Finally when the day of the presentation came, I remember feeling quite 
nervous, but unlike the previous PBL, I felt we were rehearsed and ready. 
Despite this, my anxious state increased as the group before us set a high 
standard. It was our turn, and thankfully it went to plan. I was so proud of 
everyone’s work and the comments afterwards from the audience were 
fantastic! Peop!e even commented on how cohesive we were (Piper et al. 
1983), and how we!! we worked together to field questions.
Conclusion:
Despite the avoidant way that we started this PBL task, I think our group 
worked notably better than we did on the previous PBL task. It has shown me 
how far the group has progressed, and how important it is for me to continue 
being honest about my feelings and take risks in the future. I always regret 
not taking risks in the group, and plan to do so in the future, as I cannot 
expect this of other members if I cannot do this myself. This lack of risk 
taking is something which I have noticed of the overall group process, as we 
tend to focus on what I call “surface issues” that do not require much 
responsibility, emotional involvement or risk. This is the key reason why the 
group is still in the “forming” stage (Tuckman, 1965) of being driven by a 
desire to be accepted by others group members, and avoiding conflict. I am 
keen for the group to move on from this and believe we are ready now!
The group is not clear-cut, and I think if I take some leadership in the future 
and set an example by taking my own risks, the group can be encouraged to
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evolve further. This experience has helped me to think about my upcoming 
role as a qualified clinical psychologist in the ever changing NHS, and how 
this role is also not clear-cut, but is constantly evolving and can be moulded 
just like our group. I look forward to future group experiences, particularly the 
opportunity to learn from the group and learn more about myself.
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In September last year I® met the members of my personal and professional 
learning discussion group (PPLDG). A year on, I reflect back on the process 
of working within this group, what I have learnt from this experience, what I 
think my contributions to the group were, including how the whole experience 
has influenced my role as a trainee clinical psychologist working in the NHS. I 
also describe how this experience has shaped my hopes for the group in the 
year ahead. I have decided to use a structured approach in writing this 
account, and have grouped my thoughts under headings to help organise the 
content for the reader.
® I have chosen to refer to myself in the first person throughout this account, as this will 
foster self-reflexivity.
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PERSONAL AND PROFESSIONAL LEARNING DISCUSSION GROUP 
PROCESS ACCOUNT SUMMARY II
Summary
Year 2 
July 2011
Word Count: 184
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Over the past two years I® have been meeting with the members of my 
personal and professional learning discussion group (PPLDG). Two years on, 
I reflect back on the process of working within this group, what I have learnt 
from this experience, what I think my contributions to the group were, 
including how the whole experience has influenced my role as a trainee 
clinical psychologist working in the NHS. I also describe how this experience 
has shaped my hopes for the group in the final year. I have decided to use a 
structured approach in writing this account, and have grouped my thoughts 
under headings to help organise the content for the reader. The headings are 
as follows: the problem based learning task; the work and development of the 
group; what I have learnt from the group; my role and contribution to the 
group; endings and the final year.
® I have chosen to refer to myself in the first person throughout this account, as this will 
foster self-reflexivity.
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Overview of Clinical Experience
Adult Mental Health Placement
This placement was split between a Continuing Needs Service (CNS) and a 
Community Mental Health Team (CMHT). The CNS is a multi-disciplinary team that 
offers a dedicated rehabilitation service for people with long-term psychoses and 
enduring mental health problems. It is comprised of an Assertive Outreach Team 
and Rehabilitation and Recovery Service. The CMHT is a multi-disciplinary team for 
working-age adults with severe and enduring mental health problems.
Clinical work with individuals: I worked primarily within a Cognitive-Behavioural 
Therapy (CBT) framework with individual experiencing psychoses (including 
relapse-prevention work), depression, general anxiety, CCD and social anxiety. I 
completed two neuropsychological assessments: One with an elderly man with 
paranoid schizophrenia who had memory problems. The other was with a young 
female for an overall assessment of her cognitive abilities.
Presentation/Training: I providing training about the mental capacity act to the 
whole CNS team.
Service development work: I helped produce a leaflet for service users/carers in 
East Surrey regarding psychological therapy groups.
Audit/Research: I conducted an audit of the CNS’s adherence to the NICE 
guidelines for people with a diagnosis of schizophrenia.
Experience in other settings: I attended a ward round at an inpatient unit and also 
visited an acute inpatient hospital. I also visited the Crisis House and an Art Therapy 
group for people with psychoses.
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People with Learning Disabilities Placement
This core placement was based with a Community Team for People with Learning 
Disabilities (CTPLD).
Clinical work with individuals: As part of a multi-disciplinary team, I was involved 
in work with people with mild to severe learning difficulties with a variety of functional 
presentations including depression, anxiety and anger.
This included work with speech and language therapists, nurses, social workers, 
psychiatrists and occupational therapists. As part of the team, I worked closely with 
clients with Asperger’s, autism and Down syndrome. As part of assessment 
competencies, I conducted various psychometric assessments, including one for 
dementia with a man with Down syndrome and another to determine cognitive 
functioning for a woman with three young children. The placement involved work 
within the CTPLD base, as well as within residential and day centres. I was involved 
in assessing a young man with challenging behavior and worked alongside the 
Challenging Behaviour Support Team, staff and carers to facilitate an improvement 
in his day-to-day circumstances. I was also able to develop my systemic formulation 
skills by taking part in family therapy as a member of the reflecting team.
Consultation and leadership: I provided consultation to residential staff regarding 
two clients. One who had poor social understanding of relationships with women, 
and the other who had problems with verbal aggression.
Audit and research/Presentation: I conducted a psychology workload audit to help 
the team better understand what roles psychologists engage in. I presented this to 
the Trust-wide psychology meeting.
Older Adult Placement
This placement was within a psychology service providing input to community and 
inpatient services for older adults with organic and severe mental health problems.
Clinical work with individuals: I worked with a number of clients who had a variety 
of diagnoses: stroke, vascular dementia, expressive dysphasia, mixed dementia, 
psychoses, and Parkinson’s Disease. I worked within CBT, systemic and 
neuropsychological frameworks to help with symptoms of anxiety, depression, and
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delusional beliefs. The work involved close collaboration with psychiatrists, 
occupational therapists (OTs), nurses and nursing assistants in the assessment, 
intervention and management of in-patient and residential homes. I conducted 
various neuropsychological assessments including an Alzheimer’s disease re­
assessment and an assessment of a 77 year old man for Mild Cognitive Impairment.
Teaching and presentations: I did a CBT-case presentation to the whole team 
regarding a lady with general anxiety disorder.
Consultation and ieadership: I was involved in consultation to a residential staff 
team on the management of a woman with Parkinson’s disease.
Child and Adolescent Placement
This placement was within a multi-disciplinary Child and Adolescent Mental Health 
Service (CAMHS).
Clinical work with individuals: I worked with children and young people both 
individually and with their family members, using CBT, child development models 
and systemic practice. I worked with issues of social anxiety, CCD, hearing voices, 
self-harm, low mood and low self-esteem. I completed two neuropsychological 
assessment as part of a dyslexia assessment and Autism Spectrum Disorder (ASD) 
assessment. I worked closely with the Early Intervention Service for one young adult 
who had symptoms of depression and was hearing voices.
Service development/Audit: I conducted an audit of team referrals and outcome 
(past 6 months) to help plan/inform service changes.
Presentation: I presented on Mindfulness with young adults to the MDT.
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Specialist Neuropsvcholoqv Placement
This placement was split between two hospital settings, one was community-based 
and the other was for outpatients and post-acute neuro-rehabilitation clients. Two 
days a week (for 6 months) were spent assessing community clients in all areas of 
neuropsychology, including traumatic brain injury, post-stroke (MCA), post transient 
ischemic attacks, various dementias, alcohol related cognitive problems, functional 
cognitive concerns, brain hemorrhage, and other questions of cognitive difficulties, 
as well as the impact of mood and trauma on cognition and memory. Assessment 
tools included (but were not limited to) the WAIS-III, WMS-III, WAIS-IV, WMS-IV, 
FAS, Hayling and Brixton, Trail Making Test, and ToPF. Interventions included 
advising on behaviour, mood and cognitive strategies, as well as referrals onto other 
NHS and non-statutory bodies. In the post-acute neuro-rehabilitation service, I 
worked as part of the MDT which included working closely with OTs, 
Physiotherapists, nurses and SALTs. I conducted neuropsychological assessments 
of clients on the ward to help inform treatment plans. This also included capacity 
assessments. I attended the weekly ward round and attended the weekly FIM-FAM 
meeting for the MDT’s outcome ratings of clients at admission and discharge. 
Furthermore, I saw outpatient clients and provided neuropsychological assessment 
and treatment for clients with MS, CVA’s, and other presenting neurological 
conditions.
Presentation: I presented to the MDT about the MOCA assessment tool and the 
advantages disadvantages of this measure.
Groupwork: I co-facilitated a memory group with an OT for inpatient clients with 
memory difficulties.
Supervision: I provided supervision to a rehab-assistant regarding audit work she 
conducted.
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SUMMARY OF ADULT MENTAL HEALTH CASE REPORT I
Case Study Of Work With a Woman in her Forties With a Diagnosis Of 
Paranoid Schizophrenia Presenting With Symptoms Of Depression and 
Anxiety, Conducted within a Cognitive Behavioural Framework
February 2010/Year 1
Word Count: 235
All names used in this report are fictitious and some details of the report have 
been changed to preserve anonymity and confidentiality.
Written consent was obtained from the client prior to writing this case report
and consent documentation is contained within the client's file.
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This is the case study of my work with a client (Ms Jane Smith) who is a 
White-British woman in her forties, who has a diagnosis of “Paranoid 
Schizophrenia”. She was recently discharged from an acute inpatient ward 
and placed under the care of the Assertive Outreach Team (AOT). She was 
referred to psychology by her psychiatrist for help with distressing negative 
thoughts and auditory hallucinations. Jane reported that she wanted help with 
“the voices” she experiences as they are distressing for her. She recognises 
this voice as a singular voice which is her ex-husband and reported that “he” 
threatens her by saying certain statements. Jane stated that the voices make 
her feel stressed and anxious and most recently, she reported feeling quite 
depressed.
I have offered Jane 16 sessions of cognitive behaviour therapy, so far we 
have had eight sessions. My initial formulation and reformulation are 
presented. In the sessions to date we have worked on normalizing the voices 
and developing her coping strategies in order to reduce distress and isolation 
associated with her voices. In future sessions I plan to increase her ability to 
go out without feeling anxious and carrying a knife, by doing behavioural 
exposure work alongside anxiety management work. In addition to this due to 
the relational nature of her voice hearing experience and its connections with 
past and present relationships, I plan on disempowering the voice in future 
sessions.
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SUMMARY OF ADULT MENTAL HEALTH CASE REPORT II
Case Study of Work with a Woman in her Thirties Presenting with Symptoms 
of Depression, Conducted Using Behavioural Activation Therapy
February 2010/Year 1
Word Count: 193
All names used in this report are fictitious and some details of the report have 
been changed to preserve anonymity and confidentiality.
Written consent was obtained from the client prior to writing this case report
and consent documentation is contained within the client's fiie.
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This is the case study of my work with a client (Ms Kate Summers) who is a 
White-British woman in her thirties, who has a diagnosis of Depression and 
Anxiety. She was referred by her GP to the Primary Care Mental Health 
Team (PCMHT) and was initially assessed at triage by a Community 
Psychiatric Nurse (CPN) who subsequently referred her for psychological 
assessment within the team. Kate reported that she wanted help to 
understand and manage her depression better as it was interfering with her 
relationship with her partner and her work life.
I have offered Kate eight sessions of Behavioural Activation therapy followed 
by a review, so far we have had six sessions. My initial formulation and 
reformulation are presented. In the sessions to date we have worked on the 
basic case conceptualisation and viewing depression within a ‘context’, 
activity monitoring, functional analysis to emphasise avoidance behaviours, 
and activity scheduling. In future sessions I plan to use behavioural strategies 
to target Kate’s ruminatory behaviour, emphasise routine regulation, and 
finally do some relapse prevention work so that Kate can expand her 
activation to other life contexts and be more prepared for the future.
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SUMMARY OF OLDER ADULT CASE REPORT
Neuropsychology Case Report: An Assessment of a Man in his late 70’s with 
possible Mild Cognitive Impairment
Year 2
March 2011
Word Count: 243
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This is the neuropsychological case report of my work with a client (Robert 
Jones) who is a retired White British man in his seventies who was referred 
by Dr King, Consultant Psychiatrist at the Older People's Community Mental 
Health Team (OPCMHT) to Dr Sarah Jenkins, Clinical Psychologist at the 
OPCMHT for a comprehensive cognitive assessment. Dr King had identified 
difficulties in memory and word finding, and sought to establish whether 
these difficulties were suggestive of a mild cognitive impairment.
Robert noticed problems with his memory approximately seven months ago. 
He has noticed that the difficulties have gradually got worse since this time. 
Robert reported that a CT scan (taken three months ago) evidenced that he 
had a stroke. However, Robert and his wife could not recall when this stroke 
specifically occurred. Robert has hypertension and Diabetes. He has had no 
problems with his mood.
From examining the literature, five areas were potentially relevant to Robert’s 
presentation: Normal Ageing, Mild Cognitive Impairment (MCI), Stroke, 
Vascular Dementia and Mixed Dementia. Several hypotheses were 
developed from the existing literature, Robert’s presentation and previous 
history. The following cognitive assessments were conducted over four 
assessment sessions: WTAR, WAS I, WMS-III, DKEFS, CORE, HADS. The 
pattern of results seemed to match what would be expected from a person 
experiencing mild cognitive impairment, as Robert’s cognitive profile only 
showed deficits in memory and not any other cognitive domains. Several 
recommendations were made to Robert and his wife in the feedback session.
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SUMMARY OF LEARNING DISABILITY ORAL CASE REPORT
“Moving from Outside the System to Within”
Year 3
September 2011
Word Count: 343
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Over the past two years of working as a Trainee Clinical Psychologist, I have 
had the opportunity to work within a variety of teams with a range of client 
groups. I have gained a lot of experience of using the Cognitive Behaviour 
Therapy (CBT) model with clients. I have been able to see how it can be an 
effective approach for many clients; however in the latter part of my second 
year, after working in a Community Team for People with Learning 
Disabilities (CTPLD), I have seen how CBT is not suitable for everyone and 
does not always encapsulate complex clients. Something was missing for 
me, it was the opportunity to think and work systemically with clients.
I sought out the opportunity to work in a family therapy team in my LD 
placement. This experience of working systemically has had a significant 
effect on me, as it has changed my perspective of working with clients (Baum 
& Lynggard, 2006). Specifically I have noticed that I have moved from a 
position of first order cybernetics to second order cybernetics (Dalles & 
Draper, 2010). I now accept that as a practitioner I can be both influenced by 
the system, as well as be influencing the system.
This 'change' in my perspective is what I have decided to focus on in the oral 
case presentation. I have decided to illustrate this personal development by 
describing a piece of work I did with Ms Harrison as part of the reflecting 
team in Family Therapy. Ms Mia Harrison is a White-British, gay woman in 
her early twenties. She has a diagnosed learning disability and has Cerebral 
Palsy. Ms Harrison was referred by her mother to the Community Team for 
People with Learning Disabilities (CTPLD) for help with anger management 
and jealousy relating to her partner, Ms Kate Summers. I saw Ms Harrison for 
four sessions of Family Therapy. The session I have audio-taped and ^  
transcribed is session six, which was attended my Ms Harrison and Ms 
Summers.
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SUMMARY OF CHILD AND ADOLESCENT CASE REPORT
Case Study of Work with a Young Boy Presenting with Symptoms of Social 
Anxiety, Conducted Primarily within a Cognitive Behavioural Framework, and
Using Systemic Thinking
May 2012/ Year 3
Word Count: 243
All names used in this report are fictitious and some details of the report have 
been changed to preserve anonymity and confidentiality.
Written consent was obtained from the client prior to writing this case report
and consent documentation is contained within the client's file.
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This is the case study of my work with a client (Master Aki Thompson) who is 
an eight year old boy of mixed “White and Asian” origin. He was initially 
referred by the GP to the Consultant Paediatrician for an assessment of 
possible Tourette's syndrome due to the presence of motor tics. The 
Consultant Paediatrician subsequently referred Aki to the Child and 
Adolescent Mental Health Service (CAMHS) for further assessment. 
Following the CAMHS assessment Aki was not diagnosed with Tourette's 
syndrome and instead it was thought that his presentation was possibly 
caused by nervous tics. He was subsequently referred for psychological 
assessment within the team.
Aki reported that he wants to feel “more comfortable about the blinking”. He 
talked about worrying a lot at playtime and not knowing who to play with. I 
have offered Aki and his mother eight session of Cognitive Behaviour 
Therapy, incorporating systemic thinking. So far we have had six sessions, 
which included a review after session four. My initial formulation and 
reformulation are presented. In the sessions to date we have worked on the 
following: understanding the blinking and social anxiety through the use of 
thought records and psycho-education, normalising the worries, challenging 
the worries, behavioural exposure to feared situations, and also developing 
Aki's coping strategies. In the final two sessions I plan to continue developing 
Aki's coping strategies by introducing activity and relaxation techniques to 
help “reset” his system, in addition to continued exposure to feared stimulus.
RESEARCH DOSSIER
Consisting of the research log checklist, the Service Related Research 
Project (SRRP), evidence of presentation of the SRRP, an abstract of 
the Qualitative research proiect and the maior research proiect
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Research Log Checklist
1 Formulating and testing hypotheses and research questions 
Eg. SRRP, Qualitative project
/
2 Carrying out a structured literature search using information technology and 
literature search tools
Eg. SRRP, Qualitative project, MRP
/
3 Critically reviewing relevant literature and evaluating research methods 
Eg. SRRP, Qualitative project, MRP
/
4 Formulating specific research questions 
Eg. Qualitative project
5 Writing brief research proposals 
Eg. SRRP
y
6 Writing detailed research proposals/protocols 
Eg. Qualitative research, MRP
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
Eg. SRRP, MRP
V
8 Obtaining approval from a research ethics committee 
Eg. MRP
/
9 Obtaining appropriate supervision for research 
Eg. SRRP, MRP
/
10 Obtaining appropriate collaboration for research 
Eg. SRRP, MRP
/
11 Collecting data from research participants 
Eg. Qualitative project, MRP
/
12 Choosing appropriate design for research questions 
Eg. SRRP, Qualitative project, MRP
..
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13 Writing patient information and consent forms 
Eg. SRRP, Qualitative project, MRP
14 Devising and administering questionnaires 
Eg. SRRP, Qualitative project, MRP
y
15 Negotiating access to study participants in applied NHS settings 
Eg. MRP
/
16 Setting up a data file 
Eg. SRRP, MRP
/
17 Conducting statistical data analysis using SPSS X
18 Choosing appropriate statistical analyses 
Eg. SRRP
y
19 Preparing quantitative data for analysis 
Eg. SRRP
y
20 Choosing appropriate quantitative data analysis 
Eg. SRRP
y
21 Summarising results in figures and tables 
Eg. SRRP
y
22 Conducting semi-structured interviews 
Eg. Qualitative project, MRP
y
23 Transcribing and analysing interview data using qualitative methods 
Eg. Qualitative project, MRP
y
24 Choosing appropriate qualitative analyses 
Eg. Qualitative project, MRP
y
25 Interpreting results from quantitative and qualitative data analysis 
Eg. SRRP, Qualitative project, MRP
y
26 Presenting research findings in a variety of contexts 
Eg. SRRP, MRP
y
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27 Producing a written report on a research project 
Eg. SRRP, Qualitative project, MRP
y
28 Defending own research decisions and analyses 
Eg. MRP (NHS ethics panel)
y
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
X
30 Applying research findings to clinical practice y
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Audit of the Provision of Psychological 
Therapies within a Continuing Needs Service 
for people with Psychoses: Adherence to the 
National Institute of Clinical Excellence 
Guidelines for People with a Diagnosis of 
Schizophrenia.
June 2010/Year 1
Word Count= 2, 989
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ABSTRACT
Title:
Audit of the Provision of Psychological Therapies within a Continuing Needs 
Service (CNS) for people with Psychoses: Adherence to the National Institute 
of Clinical Excellence (NICE) Guidelines for People with a Diagnosis of 
Schizophrenia.
Objectives:
The aim of this audit is to find out how well the CNS adheres to the NICE 
guidelines for psychological and psychosocial interventions for people with 
Schizophrenia/Psychoses. Additionally the service was interested in when 
psychological interventions were offered and received by clients.
Design:
An audit was conducted using descriptive data.
Method
Existing tools for auditing NICE guidelines were adapted to develop a specific 
tool for the purpose of this audit. 30 client files were accessed from the CNS 
and examined for evidence of psychological therapies relevant to the audit 
tool questions. Care co-ordinators were also consulted and asked the same 
questions from the audit tool to validate the data.
Results:
Overall the 100% standard that NICE guidelines want services to aim for was 
not achieved. However the CNS showed 50-60% level of compliance in 
relation to Cognitive Behaviour Therapy (CBT) and Family Intervention (FI). 
The service did not perform as well in relation to the provision of Arts 
Therapies (AT).
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Conclusion:
Overall, the CNS is meeting NICE standards to 50-60% level of compliance, 
but there is scope for further improvement. More information and awareness 
about the NICE guidelines for psychological therapies is needed, where staff 
could benefit from further training about the guidelines and implementation, 
and assistance with record keeping of this data.
Acknowledgements
I would like to acknowledge the input that staff at the CNS have made to this 
audit, in addition to my supervisors for their support and advice with the 
project.
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INTRODUCTION
The National Institute for Clinical Excellence (NICE) was developed as part of 
the health service modernisation agenda to improve clinical effectiveness 
and reduce variations in practice across NHS Trusts (DoH, 1997). The NICE 
guidelines for Schizophrenia have recently been updated (NICE, 2009) and 
provide recommendations on treatment and management, ranging from 
service models to individual interventions. The guidelines are relevant for 
adults over the age of 18 years old with a diagnosis of schizophrenia, 
schizoaffective disorder, schizophreniform disorder and delusional disorder. 
The recommendations are divided into three stages: initiation of treatment; 
treatment of the acute phase; and promoting recovery. Almost half of the 
guidelines for schizophrenia are devoted to pharmacological interventions, 
however there is a greater emphasis in the 2009 NICE guidelines (compared 
to the 2002 NICE guidelines) on Cognitive Behaviour Therapy (CBT) and 
Family Intervention (FI), which are recommended in both the early post-acute 
phase and recovery periods.
NICE guidelines represent the government’s commitment to evidence-based 
practice, and as all services and healthcare professionals should be basing 
their practice on the ‘best available evidence’ (DoH, 1996), services should 
adhere to NICE guidelines. According to NICE, services are expected to 
regularly audit the proportion of clients whose treatment and care adheres to 
the guidance (NICE, 2009). However the Healthcare Commission and the 
Commission for Social Care Inspection (CSCI) report (2007) demonstrated 
that despite the widespread dissemination of the NICE guidelines, there was 
significant unmet need in relation to access to psychological therapies. The 
review also found that systems for ensuring local implementation of the 
guidelines were variable and that for some of the services reviewed, it was 
the first time they had audited their practice. These findings were further 
supported more recently by the All Party Group on Mental Health (APPGMH) 
who investigated the implementation of updated guidelines for schizophrenia
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(APPGMH, 2010). The Ai! Party Parliamentary Group (APPG) sent surveys 
to every mental health Trust in England (73), over half responded. One of the 
questions that was included in the survey was access to psychological 
therapies. Results showed that there were serious challenges to the delivery 
of psychological services, as 94% of Trusts stated they had met obstacles in 
offering psychological therapies. The primary reason given for this was a lack 
of resources and also lack of clarity over the standards of skills required for 
these services (APPGMH, 2010).
Berry and Haddock (2008) also reviewed NICE guidance and assessed the 
extent of implementation of psychological interventions in services, including 
the barriers to this implementation. The results highlighted the benefits of 
CBT and FI for people with schizophrenia, but showed that both interventions 
were not routinely available for people with schizophrenia. The study found 
three main barriers to implementation. These are listed below:
1) Mental health professionals (e.g. lack of staff skills in psychological 
interventions).
2) The needs of service users (e.g. service users’ and families’ 
reluctance to engage with psychological interventions).
3) The needs of organisations (e.g. insufficient time allocated by the 
service for staff to conduct psychological interventions).
There is a growing awareness about the effectiveness of psychological 
interventions for people with a diagnosis of schizophrenia, but it is vital that 
services ensure that guidelines are implemented effectively within services. 
Therefore conducting an audit is an excellent way of determining adherence 
to the NICE guidelines and can highlight areas where the service has met 
standards which need to be maintained, and areas where the service has not 
adequately reached the target standard, which need some improvement. In 
addition, auditing adherence will raise awareness amongst staff of the 
importance of offering psychological interventions.
100
Research Dossier: Service Related Research Project
AIMS AND OBJECTIVES
The CNS is a dedicated rehabilitation service for people of working age with 
psychoses and complex mental health problems. It consists of an Assertive 
Outreach Team (ACT) and a Rehabilitation and Recovery Team (R&R). The 
Psychology team within the CNS provides CBT and FI as recommended by 
NICE guidelines, however this audit was conducted in response to the 
requirement of the Trust to evidence how well the CNS adheres to the NICE 
guidelines for people with
Schizophrenia/Psychosis (NICE, 2009; see Appendix A^). Additionally the 
service was interested in the time line of when psychological interventions 
were offered and received.
 ^See Appendix A for NICE Clinical Criteria for Schizophrenia (Psychological Therapies).
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METHOD
Design-
An audit was conducted using descriptive data.
Measure-
NICE provides a data collection tool (NICE, 2009; see Appendix B®) for 
services to use directly or adapt as appropriate. As the aim of this audit is to 
focus on psychological therapies alone, I adapted this audit tool so that it was 
more appropriate for this audit and incorporated a pilot questionnaire 
developed by another colleague in the Trust (see Appendix C®). The audit 
tool contained nine main questions with several sub-questions, and used tick 
box categories along with free boxes to capture “Other reasons” why 
psychological therapies were not offered. In order to make the audit tool 
effective, a pilot study which included five client files was conducted and the 
audit tool was adjusted accordingly following this (see Appendix D^°).
Procedure-
There are 170 clients in total who access the CNS and it was agreed that a 
sample size of 30 clients would be sufficient to audit considering time 
limitations (18% of service). Clients were randomly selected from an 
alphabetised list of CNS clients by selecting every 5*^  file. All files were 
included except clients who had Bipolar depression or whose files were not 
available on site. Once the 30 clients had been selected I ascertained whom 
their care co-ordinator was and publicised the audit at two team meetings.
See Appendix B for NICE Audit Support Tool.
See Appendix C for Pre-existing Audit Tool Piloted within the  Trust. 
° See Appendix D for the CNS Audit Tool.
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stating that I would need to consult with care co-ordinators to ensure the 
validity of the data.
Initially I examined client files, focusing on the “Correspondence” section for 
details of psychological therapies. Following this I checked the referrals list to 
psychology for CBT and FI to verify which clients were referred. The final 
stage of data collection involved booking time to meet with care co-ordinators 
to discuss their clients in relation to the audit questions in the audit tool. Ten 
care co-ordinators were consulted in total from both the ACT and R&R 
teams. Data was anonymised to ensure the confidentiality of the data, 
specifically clients and care co-ordinators were given ID codes, and this was 
entered into an Excel spreadsheet for analysis.
Participants-
30 client files were randomly selected and 10 care co-ordinators were also 
consulted from the CNS. Clients demographics are shown in Table 1.
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Table 1. Participant demographics
Aspect Category Percentage (N=30)
Diagnosis Schizophrenia 6.5% (2)
Paranoid Schizophrenia 87% (26)
Schizoaffective Disorder 6.5% (2)
Team Assertive Outreach 37% (11)
Rehabilitation & 
Recovery
63% (19)
Gender Female 23% (7)
Male 77% (23)
Age 18-35 years 23% (7)
35-50 years 47% (14)
51-64 years 20% (6)
65+ years 10% (3)
Ethnicity White British 97% (29)
Unknown 3% (1)
Analysis-
Non-experimental descriptive statistics were used to analyse the quantative 
data.
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RESULTS
Cognitive Behaviour Therapy-
Data showed that 63% (19/30) of clients had been offered CBT in the past as 
opposed to 37% (11/30) of clients who had not been offered CBT in the past. 
Figure 1 shows when CBT was offered in the past. Most of these clients 33% 
(10/30) were offered CBT over two years ago.
Last y r
Between 1-2 yrs 
O ver 2yrs 
N o t o ffe red  CBT
33%
Figure 1. Pie Chart showing times when CBT was offered to clients.
Of the 19 clients who were offered CBT in the past (63%), results showed 
that four clients (13%) completed CBT in the last year, three of which were 
assessments only. Only two clients received at least one session of individual 
CBT in the last 12 months. However it was delivered according to all 
guidelines^\ except for one client whose sessions were not delivered over 16
NICE guidelines (2009) state that CBT should be:
- delivered on a one-to delivered on a one-to-one basis delivered over a m inim um  of 16 planned  
sessions;
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planned sessions. The majority of clients, 30% (9/30) completed CBT over 2 
years ago (see figure 2 for details).
13%
37%
30%
i L a s l y r
I Between 1-2 yrs 
Over 2yrs 
Ongoing 
Not offered CBT
Figure 2. Pie chart showing when clients completed CBT
From Figure 3 it can be seen that the main reason why CBT was not offered 
to clients was because care co-ordinators, believed that the ‘service user was 
not considered to be ‘psychologically minded’ (5/11 ; 46% of clients).
include at least one of the following;
People monitoring their own thoughts, feelings or behaviours with respect to their 
symptoms;
Promoting alternative ways of coping with target symptoms;
Reducing distress;
Improving functioning.
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u
6
5
4
3
2
1
0
A B C D FE G
Reasons why CBT was viewed as Inappropriate for Clients
N/A = As clknts were offered CBT; A = CBT decided as inappropriate as client to distressed to benefit 
fiom psychological therqnes; B = CBT decided as inqipropriate as client not considered to be psychologically 
minded; C = CBT decided as inappropriate as client is a “heavy alcohol and drug user”; D = CBT decided as 
inappropriate as client does not ei^ ^e with the team; E = CBT decided as inappropriate as client is accessing 
another service; F = CBT decided as inappropriate as client is symptom-fiee; G -  CBT decided as inappropriate 
as client was not considered to benefit fiom CBT at the time.
Figure 3. Bar chart showing reasons why CBT was not offered to clients.
Arts Therapy-
7% (2/30) of the total sample had been offered AT in the last 12 months, 93% 
of the total sample (28/30) were not offered AT primarily because care co­
ordinators' were not aware of AT in the locality (17/28) and/or because they 
did not think it was appropriate (15/28; see Figure 4).
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c2
ü
B D
Reasons why Arts Therapy was viewed as Inappropriate for Clients
Key: A -  AT dedded as in^ipropriate as ddent does not e :% ^  with tihe service; B = AT decided as 
inappropriate as did not think cHent needed it; C = AT decided as inappropriate as client is symptom-fiee; D = 
AT decided as inappiopriate as client is receiving care from another service; E = AT decided as inaqppiopiiate as 
client receiving another therapy; F = CBT decided as inappropriate as client considered too distressed to benefit 
fi^ om psychol(%ical therapy.
Figure 4. Bar chart showing why Arts therapy was viewed as Inappropriate 
for Clients.
For the two clients who were offered AT they were not referred onto the team 
as the clients refused.
Family intervention-
27% of clients (8/30) were offered FI in the past, the remaining 73% (22/30) 
of clients were not offered. The main reason why FI was not offered was 
because care co-ordinators did not think it was appropriate because the 
client either had no family/close friends/or carers available (8/18) or because 
they had no contact with family/carers (7/18). These reason are justified 
according to NICE criterion meaning that only 15 clients from the 30 
sampled, could have been suitable for FI, with 53% (8/15) being offered it. 
Further details of why FI was viewed as inappropriate can be seen in Figure 
5.
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2
-----
A B C D
Reasons why FI was viewed as Inappropriate for Clients
Key: A =FI decided as inqipropmte as client too distressed to benefit from psychological therqry; B FI 
decided as inqrpropriate as client not considered to be psychological^  minded; C = FI decided as inqrpropriate 
as client has no ÊmilyA;lose friends/carers available; D FI decided as inqrpropriate as client has no 
contact/little contact with Èmüy/carers/close friends.
Figure 5. Bar chart showing why Family Intervention was not offered to 
clients.
Figure 6 below shows when FI was offered in the past. 17% (5/30) of clients 
were offered FI over two years ago, with 10% of clients being offered FI in 
the last year.
10%
17% I Last yr
: Between 1-2 yrs 
Over 2yrs 
Not o ffered CBT
73%
Figure 6. Pie Chart showing when Family Intervention was Offered.
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75% (6/8) of clients who were offered FI were referred on, with the remaining 
25% (2/8) not being referred on due to the client refusing or the family 
refusing.
Figure 7 below shows for the six clients who were offered and referred onto 
FI, when they were referred. The majority of clients 66% (4/6) who were 
offered FI were referred onto FI over 2 years ago.
17%
66%
In Lasl Yr
Between 1 and 2 Years
Over 2 Yrs
Figure 7. Pie Chart showing when clients were Referred onto FI
For the one client who was referred onto FI in the past 12 months, it was 
delivered in accordance with guidelines'^, except it did not include the person 
with schizophrenia.
NICE guidelines (2009) state that FI should:
- Include the person with schizophrenia;
- Be carried out for between 3 months and 1 year;
- Include at least 10 planned sessions;
-Take account of the whole family’s preference for either single or multi-family intervention; 
-Take account of the relationship between the main carer and the person with schizophrenia;
- Have a specific supportive, educational, or treatment function;
- Include negotiated problem solving or crisis management work.
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Other Specific Interventions-
No clients were offered person centred counselling, supportive 
psychotherapy, adherence therapy; or social skills training as specific 
interventions.
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DISCUSSION
General discussion-
Results show that overall the 100% standard that NICE guidelines want 
services to aim for was not achieved. However the CNS did show at least 
53% - 63% level of compliance in relation to CBT and FI, though the service 
did not perform as well in relation to the provision of AT. The main findings of 
the audit will be summarised alongside NICE criterion and standards below:
CBT Criterion: People with schizophrenia should be offered cognitive 
behavioural therapy (100% standard).
The main finding was that two thirds of clients had been offered CBT in the
past which shows a moderate level of compliance with NICE standards
(100%). The main reason given by care co-ordinators for not offering CBT to
the remaining third of the clients was because the client was not considered
to be psychologically minded. However according to NICE there are no 
exceptions why CBT should not be offered to clients.
FI Criterion: if service user lives with, or is in close contact with, their 
family, the family should be offered family intervention (100% standard).
The main finding is that around half of suitable clients^^ were offered family 
intervention. The most significant reasons why care co-ordinators thought FI 
was inappropriate for clients was because they thought the client was too 
distressed to benefit from psychological therapy, and because they thought
Suitable clients= clients who lives with, or is in close contact with, the ir family.
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clients were not psychologically minded. However according to NICE there 
are no exceptions to why FI should not be offered to clients.
AT Criterion: Consider offering arts therapies to ali people with 
schizophrenia, particulariy for the aileviation of negative symptoms 
(Unspecified standard).
The main finding was that very few clients were offered AT in the last 12 
months.The primary reason why AT was not offered to clients was because 
care co-ordinators' were not aware of Arts therapy in the locality and/or 
because they did not think it was appropriate. As NICE has not specified a 
standard for AT, a level of compliance cannot be established, however the 
CNS does show an awareness and consideration of AT, but it is apparent 
that care co-ordinators are unclear about service provision in the locality.
Other Specific interventions Criteria 15/16/17: Peopie with
schizophrenia shouid not be routineiy offered counselling/ supportive
psychotherapy/ adherence therapy/ and sociai skiiis training^^
(Standard
=0%).
The main finding was that none of the clients were offered person centred 
counselling, supportive psychotherapy, adherence therapy; or social skills 
training as specific interventions. Therefore the finding for other specific 
interventions are in total compliance with NICE guidelines as the standard set 
is 0%.
Exception for Criterion 15= If person requests counselling or supportive 
Psychotherapy OR If other psychological treatments are not available locally.
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Limitations-
The sample is based on a small sample from one continuing needs service in 
a specific geographical location so may not generalise beyond this. 
Unfortunately the audit relied on data recorded in client files and on care co­
ordinators to recall information about their clients. This may not be an 
accurate reflection of the facts as data was not always clearly recorded and 
relied on care co-ordinators' memory of clients. In addition to this as some 
clients files were not available on site (eg. due to an admission to hospital) 
these files were excluded from the sample, therefore reduced the 
effectiveness of randomisation by excluding clients in inpatient care.
Implications for Practice-
One of the areas which the CNS could improve on is record keeping of 
psychological therapies. Data collection was not a simple task and would 
have benefited from a standard form which staff could use to record 
psychological therapies. This would not only help the team to know what 
therapy had been offered but also would serve as a reminder to them to think 
about psychological therapies.
From discussions with the team the reason why FI results are more 
compliant with NICE standards compared to the CBT results is likely to be 
because FI has been set as an agenda item for the team meetings and 
therefore raises its profile in the team’s mind. Therefore this could be done 
for CBT as well.
Another issue that this audit has raised is that NICE guidelines are not easily 
understood as many care co-ordinators believed that if they thought 
psychological therapies were inappropriate, then that is a valid reason for not
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offering them. However NICE clearly does not take this stance^®, and the 
reasons why psychological therapies were not offered needs to be examined 
in more depth, and training provided to staff about what the guidelines mean 
in practice.
Finally the audit has revealed that greater clarity about AT is needed as 
much of the team did not know whether it was available in the locality and 
also were confusing AT with art groups. This information has already been 
sought from the AT lead in the Trust.
Future Research-
A standard part of clinical audit cycle is the implementation and monitoring of 
recommended improvements. For this to occur, Kogan and Redern (1995)
dentify that the recommendations need to be recognised by external actors 
and the decision made to officially implement the changes. In addition to this, 
it is not clear whether the three main barriers that Berry and Haddock 
(2008)''® found were present within the CNS, therefore further qualitative 
research could be conducted to establish why psychological therapies were 
not offered and utilised as much as they should be.
Feedback to Service-
I fedback the results to the CNS in an audit report. It was hoped that the 
project would raise the profile of the importance of psychological therapies for
NICE (2009) states that all people with a diagnosis of schizophrenia should be offered 
CBT and FI (if the person lives with, or is in close contact with their family).
1) Mental health professionals (e.g. lack of staff skills in psychological interventions).
2)The needs of service users (e.g. service users' and families’ reluctance to engage with 
psychological interventions).
3) The needs of organisations (e.g. insufficient time allocated by the service for staff to 
conduct psychological interventions).
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people with a diagnosis of schizophrenia, and also highlight the changes 
necessary to increase the effectiveness of implementing standards.
Conclusions-
Overall, the CNS is meeting NICE standards to 50-60% level, but there is 
some scope for further improvement. More information and awareness about 
the NICE guidelines for psychological therapies is needed, where staff could 
benefit from further training about the guidelines and implementation, and 
assistance with record keeping of this data.
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Appendix A NICE Clinical Criteria for Schizophrenia- Psychological 
Therapies (2009).
Psychological and psychosocial interventions
Criterion 11 
(1.3.4.1)
People with schizophrenia should be offered 
cognitive behavioural therapy (CBT)
Exceptions None
Standard 100%
Definitions This can be started during the acute phase or later, 
including in inpatient settings.
Criterion 12 
(1.3.4.12)
People with schizophrenia should have CBT:
• delivered on a one-to-one basis
• delivered over a minimum of 16 planned 
sessions
• that followed a treatment manual
• that included at least one of the following 
components:
-  people monitoring their own thoughts, 
feelings or behaviours with respect to 
their symptoms or recurrence of 
symptoms
-  promoting alternative ways of coping 
with target symptom
-  reducing distress
-  improving functioning.
Exceptions None
Standard 100%
Definitions Treatment manuals that have evidence for their efficacy 
from clinical trials are preferred
Criterion 13 
(1.3.4.2)
If service user lives with, or is in close contact with, 
their family, the family should be offered family 
intervention.
Exceptions None
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Standard 100%
Definitions This intervention can be started during the acute phase 
or later, including in inpatient settings.
Criterion 14 
(1.3.4.13)
Family intervention should:
• include the person with schizophrenia
• be carried out for between 3 months and 1 year
• include at least 10 planned sessions
• take account of the whole family's preference 
for either single-family intervention or multi­
family group intervention
• take account of the relationship between the 
main carer and the person with schizophrenia
• have a specific supportive, educational or 
treatment function and include negotiated 
problem solving or crisis management work
Exceptions None
Standard 100%
Definitions None
Criterion 15 
(1.3.4.4)
People with schizophrenia should not be routinely 
offered counselling and supportive psychotherapy.
Exceptions 0 -  Person requests counselling or supportive 
psychotherapy.
D -  Other psychological treatments are not available 
locally.
Standard 0%
Definitions None
Criterion 16 
(1.3.4.5)
People with schizophrenia should not be offered 
adherence therapy (as a specific intervention).
Exceptions None
Standard 0%
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Definitions None
Criterion 17 
(1.3.4.6)
People with schizophrenia should not be offered 
social skills training (as a specific intervention).
Exceptions None
Standard 0%
Definitions None
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Appendix B NICE Audit Support Tool (Psychological and psychosocial 
Interventions).
Patient identifier: Sex: Age: Ethnicity:
No Data item 
no. Criteria Yes No
NA/
Exce
ption
s"
NICE
guideline
ref.
Psychological and psychosocial interventions
11 11.1 Was the perso Has the 
service user been offered 
CBT?
□ □ 1.3.4.1
12 For those service users who had CBT, was it: 1.3.4.12
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NA/
No NICEData item 
no. Criteria Yes No
Exce
ption
s"
guideline
ref.
12.1 • delivered on a one-to- 
one basis
□ □
12.2 • delivered over a □ □
12.3
minimum of 16
□
□
□
□
planned sessions?
• follow a treatment 
manual?
12.4 • include at least one of 
the following: □ □
12.5
-  people
monitoring their □ □
own thoughts, □ □
12.6 feelings orbehaviours with
12.7 respect to theirsymptoms?
-  promoting 
alternative ways 
of coping with 
target 
symptoms?
-  reducing 
distress?
-  Improving 
functioning?
13 11.1 Does the person live with, or □ □ 1.3.4.2is the person in close contact
with, their family? □ □
If ‘Yes’, were the family
offered family intervention?
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Appendix B Continued.
N
o.
Data NA/ NICE
item Criteria Yes No Exception guideline
no. s' ref.
14 If the family had family intervention: 1.3.4.13
14.1 • did it include the □ □
person with
□ □14.2 schizophrenia?
14.3 • was it carried out for □ □between 3 months
14.4 and 1 year?
• did it include at least
□ □
14.5 10 planned u usessions?
□ □14.6 • did it take accountof the whole family’s
□ □
14.7 preference for eithersingle or multi­
family intervention?
• did it take account 
of the relationship 
between the main 
carer and the 
person with 
schizophrenia
• did it have a specific 
supportive, 
educational or 
treatment function?
• did it include 
negotiated problem 
solving or crisis 
management work?
15 15.1 Was the perso Was the 
person offered counselling 
and supportive 
psychotherapy?
□ □ C,D 1.3.4.4
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N
o.
Data
item
no.
Criteria Yes No
NA/
Exception
s"
NiCE
guideline
ref.
16 16.1 Was the perso Was the 
person offered adherence 
therapy (as a specific 
intervention)?
□ □ 1.3.4.5
17 17.1 Was the perso Was the 
person offered social skills 
training (as a specific 
intervention)?
□ □ 1.3.4.6
□ □ 1.4.7.3
Exception codes
A - Person declines an advance decision or advance statement.
B -  Person does not agree for a copy to be given to their carer.
C -  Person requests counselling or supportive psychotherapy.
D -  Other psychological treatments are not available locally.
E -  Where there is no carer involved.
F -  Where sharing information may compromise the patient’s confidentiality 
or wishes.
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Appendix C Pre-existing Audit Tooi Piioted within the Trust
PILOT -  Nice guideline for schizophrenia 2002/2009
Date form completed______________
Client ID
1) Has the service user and/or carer been given an information leaflet 
about schizophrenia/discussed their diagnosis with a member of the 
team etc?
Yes
No
Don't know
Date information given to client. 
Date documented in file
2) Has the service user received at least one session of individual CBT in 
the last 12 months, or been offered CBT during the same period, or 
was it decided that CBT was inappropriate?
Yes, CBT offered in the last 12 months
Yes, at least one session of CBT received 
It was decided that CBT was inappropriate
No, not offered___
Don't know
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If not offered but considered appropriate, why not?
I did not know service users could access individual CBT for 
schizophrenia/psychosis___
I felt that group work for schizophrenia would be better___
There was a long wait for individual work___
Other reasons {please specify)
[If not offered but considered appropriate], has a discussion 
with the service user about onward referral for individual CBT 
for psychosis taken place?
Date discussed with service user
Date the above was documented in file
3) Has the service user received at least one session of group therapy 
for psychosis (e.g. group for voices or paranoia or open group for 
psychosis, NOT bipolar group) in the last 12 months?
Yes
No
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4) Has your service user received a full occupational/vocational 
assessment in the last 12 months?
Yes
No
If yes, date
If no, why not:
Service user already employed___
Service user refused___
Care co-ordinator did not know such an assessment was meant 
to be offered___
Care co-ordinator felt that a vocational assessment was not 
necessary___
Other reason {please specify)
5) Has the service user been offered Arts Therapies (this includes art, 
music or drama therapy) in a group or individual format -  particularly 
by those who have negative symptoms -  in the last 12 months?
Yes
No
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If no, why not:
Service user refused
Care co-ordinator did not think it appropriate
Care co-ordinator was not aware of Arts Therapies in the 
locality___
Other reason (please specify)
6) Has the service user and family been offered family work/intervention 
for schizophrenia/psychosis in the last 12 months?
Yes
No
If offered, was it referred on?
Yes___
No _
If no, why:
Service user refused 
Family refused___
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Other reason (please specify)
If not offered, why not?
Care co-ordinator felt not appropriate
No family/close friends available___
Other reason (please specify)
7) Has the service user received their annual physical health check in the 
last 12 months?
Yes  Date of check
No
If not, why?
Service user has refused to go
Service user is not motivated to attend
Other reason (please specify)
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Appendix D The CNS Audit Tool
Date form completed:
Client ID:
Diagnosis:
Care Co-ordinator's ID:
Team: ACT □  R&R □
SERVICE USER BACKGROUND:
Gender: Male [%] Female [%] Not statedi I
Age: 18-35 □  35-50[]] 5 1 -6 4 [] 6 5 + □  Not statedi I
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Ethnicity (tick as appropriate):
White
British
Irish
Any other White background 
background^
Black or Black British
Caribbean
African
Any other Black
Mixed
White and Black Caribbean 
White and Black African 
White and Asian 
Any other mixed background
Other ethnic group
Chinese
Any other ethnic group
Asian or Asian British
Indian
Pakistani
Bangladesh
Any other Asian background
Unknown
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COGNITIVE BEHAVIOUR THERAPY:
8) Was the service user offered CBT in the past? (FILE+TEAM)
Yes__________(go to 1a)
No___________(skip to 1c)
a) If Yes when was CBT offered? (FILE+TEAM)
• in the last year?________
• between 1 and 2 years ago?_______
• over 2 years ago?_________
b) If Yes when did they complete CBT?
• in the last year?________
• between 1 and 2 years ago? _
• over 2 years ago?_________
c) If No, why was CBT not offered? (CC)
• Do not know___
• It was decided that CBT was inappropriate 
WHY?
Service user recently completed psychological therapy____
I did not know service users could access individual CBT for 
schizophrenia/psychosis___
I felt that group work for schizophrenia would be better___
Service user considered too distressed to benefit from 
psychological therapy_____
Service user not considered to be “psychologically minded” 
Other reasons {please specify)
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9) Did the service user receive at least one session of individual CBT in 
the last 12 months? (REFERRALS LIST)
Yes   (go to 2a)
No (skip to 2b)
a) For those service users who received CBT (in the last 12 months) 
was it: (FILE)
• delivered on a one-to-one basis Y N
N
delivered over a minimum of 16 planned sessions? Y_
include at least one of the following:
People monitoring their own thoughts, feelings or behaviours with
respect to their symptoms? Y   N____
Promoting alternative ways of coping with target symptoms? Y 
  N____
Reducing distress? Y _______   N ____
Improving functioning? Y  N _____
b) Has the service user received at least one session of group therapy 
for psychosis (e.g. group for voices or paranoia or open group for 
psychosis, NOT bipolar group) in the last 12 months? (REFERRAL 
LIST)
Yes___
No
ARTS THERAPIES:
10) Has the service user been offered Arts Therapies (this includes art, 
music or drama therapy) in a group or individual format -  particularly 
by those who have negative symptoms (in the last 12 months)? 
(CC+DR FOSTER)
Yes (skip to 3b)
No  (go to 3a)
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a) If not offered why not: 
• Do not know
• Service user refused___
• Care co-ordinator did not think it appropriate _
• Care co-ordinator was not aware of Arts Therapies in the
locality_____
• Other reason {please specify)
b) If offered were they referred onto the art therapy team?
Yes (skip to 4)
No  (go to 3c)
c) If No why?
a. Do not know
b. Service user refused___
c. Family refused___
d. Other reason {please specify)
FAMILY WORK/INTERVENTION:
11) Has the service user and family been offered family work/intervention 
for schizophrenia/psychosis in the past? (CC)
Yes (skip to 4b)
No (go to 4a)
a) If not offered, why not?
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Care co-ordinator felt not appropriate 
WHY?
Do not know_____
Service user recently completed psychological
assessment only (date)_________
Service user recently completed psychological therapy 
(date)  _____
I did not know service users could access family 
work/intervention for schizophrenia/psychosis___
It was felt that group work for schizophrenia would be 
better___
Service user considered too distressed to benefit from
psychological therapy_____
Service user not considered to be “psychologically 
minded"_______
No family/close friends/carers available___
No contact/little contact with carers
Contact with carers viewed as jeopardising contact with 
client______
Other reason {please specify)
b) If Yes when was FI offered? (FILE+TEAM)
• in the last year?________
• between 1 and 2 years ago?_____
• over 2 years ago?_________
12) If offered, were they referred onto the family work team? (REFERRAL 
LIST)
Yes (skip to 5b)
No (go to 5a)
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a) If No why? (CC)
• Do not know
Service user refused___
Family refused___
Other reason {please specify)
b) If Yes when were they referred?
• in last year? (go to 6)
• between 1 and 2 years ago? (skip to 7)
• over 2 years ago? (skip to 7)
13) If the family had family intervention in the last 12 months: (REFERRAL 
LIST +FILE)
• Did it include the person with schizophrenia? Y_ _
N_____
• Was it carried out for between 3 months and 1 year? Y 
 N____
• Did it include at least 10 planned sessions? Y 
N
Did it take account of the whole family's preference for
either single or multi-family intervention? Y_____
N_____
Did it take account of the relationship between the main
carer and the person with schizophrenia? Y ______
N________
Did it have a specific supportive, educational, or
treatment function? Y  N____
Did it include negotiated problem solving or crisis 
management work? Y  N_____
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OTHER SPECIFIC INTERVENTIONS: (CC)
14)Was the person offered counselling and supportive psychotherapy? 
Y N
15)Was the person offered adherence therapy (as a specific 
intervention)?
Y N
16)Was the person offered social skills training (as a specific 
intervention)?
Y N
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EVIDENCE OF THE SRRR
Report Presented to the Assertive Outreach Team
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Audit of the Provision of Psychological Therapies within a Continuing Needs 
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September 2010
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AIMS AND OBJECTIVES:
The Psychology team within the Continuing Needs Service provides 
Cognitive Behaviour Therapy (CBT) and Family Intervention as 
recommended by NICE guidelines, however this audit was conducted in 
response to the requirement of the Trust to evidence how well the Continuing 
Needs Service adheres to the NICE guidelines for people with 
Schizophrenia/Psychosis.
METHOD:
30 client files (18% of total caseload) were randomly selected and 10 care 
co-ordinators were consulted. Clients were excluded if they had a diagnosis 
of Bipolar depression or if files were not available on site. An audit tool 
wasdeveloped, and initially clients files were examined and then care co­
ordinator's were consulted to validate and add to data missing in files.
FINDINGS:
Results show that overall the 100% standard that NICE guidelines want 
services to aim for was not achieved. However the service did show at least 
63% - 53% level of compliance in relation to CBT and Family Intervention, 
though the service did not perform as well in relation to the provision of Arts 
Therapies. The main findings of the audit will be summarised alongside NICE 
criterion and standards below:
CBT Criterion: People with schizophrenia should be offered cognitive 
behavioural therapy (100% standard).
The main finding was that 63% (19/30) of clients had been offered CBT in the 
past, of which 20% (6/30) were offered CBT in the last 12 months. The main
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reason given by care co-ordinators for not offering CBT to the remaining 37% 
(11/30) of the clients was because the client was not considered to be 
psychologically minded. However according to NICE there are no exceptions 
why CBT should not be offered to clients.
Family Intervention Criterion: If service user lives with, or is in close 
contact with, their family! the family should be offered family 
intervention (100% standard).
The main finding was that 53% (8/15) of suitable clients^^ were offered family 
intervention in the past, of which 20% (3/15) of suitable clients were offered 
family intervention in the last 12 months. The most significant reasons why 
care co-ordinators thought FI was inappropriate for clients was because they 
thought the client was too distressed to benefit from psychological therapy, 
and because they thought clients were not psychologically minded. However 
according to NICE there are no exceptions to why FI should not be offered to 
clients.
Arts Therapies Criterion: Consider offering arts therapies to all people 
with schizophrenia: particularly for the alleviation of negative 
symptoms (Unspecified standard).
The main finding was that 7% (2/30) of clients were offered Arts Therapies in 
the last 12 months. The primary reason why Arts Therapies was not offered 
to clients was because care coordinators' were not aware of Arts Therapies 
in the locality and/or because they did not think it was appropriate. As NICE 
has not specified a standard for Arts Therapies, a level of compliance cannot 
be established, however the serv'ice does show an awareness and 
consideration of Arts Therapies, but it is apparent that care co-ordinators are 
unclear about service provision in the locality. (It may be that Arts Therapies
Suitable clients= clients who lives with, or is in close contact with, their family.
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were offered further back in the past, but clinical experience would suggest 
this is unlikely).
Other Specific Interventions Criteria 15/16/17: People with 
schizophrenia should not be routinely offered counselling/ supportive 
psychotherapy/ adherence therapy/ and social skills training^® 
(Standard =0%).
The main finding was that none of the clients were offered person centred 
counselling, supportive psychotherapy, adherence therapy; or social skills 
training as specific interventions. Therefore the findings for other specific 
interventions are in total compliance with NICE guidelines as the standard set
iQ no/r^
Exception for Criterion 15= If person requests counselling or supportive 
Psychotherapy OR If other psychological treatments are not available locally.
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IMPLICATIONS FOR PRACTICE:
1) Caution about aiming for 100% standard - If 100% is achieved this could 
double the work load if there is no increase in psychological therapy 
resources. Currently the waiting list is closely managed.
2) Improve record keeping - Data collection was not a simple task. A 
centralised recording of any interventions offered might be wise. This could 
be considered in the ongoing development of the patient recording system.
3) The offering of Family Interventions is relatively high since being an 
agenda item at team meetings; so it may be beneficial to expand this to 
include psychological interventions and Arts Therapies.
4) Gain clarity about Arts Therapies - Finally the audit has revealed that 
greater clarity about Arts Therapies is needed as much of the team did not 
know whether it was available in the locality and also were confusing Arts 
Therapies with art groups.
5) Increase Awareness of NICE guidelines- Results show that many care co­
ordinators believed that if they thought psychological therapies were 
inappropriate, then that is a valid reason for not offering them. However NICE 
clearly does not take this stance^®, and the reasons why psychological 
therapies were not offered needs to be examined in more depth, and training 
provided to staff about what the guidelines mean in practice.
NICE (2009) states that all people with a diagnosis of schizophrenia should be offered 
CBT and FI (if the person lives with, or is in close contact with their family).
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QUALITATIVE RESEARCH PROJECT ABSTRACT
An interpretative phenomenological analysis: How does being a trainee 
clinical psychologist influence self-identity?
Year One 
June 2010
Word count: 272 words
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Role identity theory hypothesises that self-concept comprises the meanings 
individuals attach to the varied roles they inhabit. The most salient roles give 
the greatest sense of meaning, and contribute significantly to the definition of 
self-concept. Professional roles therefore significantly reflect values and 
behaviour and are influential in identity construction. This study asked how 
role identity, and consequently self-identity, changed during the formative 
experience of clinical psychology training. Using qualitative, interpretive 
phenomenological analysis enabled detailed exploration of the interviewee's 
view of the world and an insider's perspective. Participants were selected 
from a group of second year trainee clinical psychologists, with four 
individuals agreeing to participate in semi-structured interviews. The sample 
was composed of four white British women from middle-class backgrounds, 
with ages ranging from 26-30 years. The interview schedule included 
questions about: being a trainee clinical psychologist and the influence this 
has on self-identity, personal values and behaviour (in both private and 
professional life); in addition to others' perceptions of the individual that may 
have changed since becoming a trainee clinical psychologist. Four main 
themes, or areas of influence, arose during data analysis: self-awareness, 
core values, personal life and achievement. Consistent with the literature, we 
found that the pre-existing values and behaviour of our interviewees was 
significantly reflected in the process of training as a clinical psychologist, and 
was influential in their construction of identity. It was also evident that 
trainees' perceptions of their self-identity had developed since beginning 
training, with several reporting increased personal responsibility and self- 
awareness. To build on these findings, future research could explore the 
transition of clinical psychology trainees following qualification and how they 
make sense of this experience.
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ABSTRACT
Objective: The study aimed to understand the perceptions of Sri Lankan 
Tamil clients accessing a mental health service in a Hindu temple.
Design: A qualitative design was adopted to examine participants’ views.
Participants: Eight Sri Lankan Tamil adults were recruited from two 
Increasing Access to Psychological Therapies (lAPT) services. Six men and 
two women took part. Participants’ ages ranged from 25-74 years.
Anaiysis: Interpretative Phenomenological Analysis (IPA) was used to 
analyse the data from face to face semi-structured interviews.
Resuits: One final master theme was developed from all the data. The final 
master theme described how the temple was perceived by participants as the 
connection between culture, community and the self. This link was the 
umbrella term for four master themes: “culture” as a lens for mental health; 
negotiating two cultures; religion supporting the self; and the need for 
culturally sensitive services.
Conclusions/impiications: The research findings highlight the need for 
mental health services which are culturally sensitive/ethnic specific for non- 
English speaking ethnic minority communities. In particular the findings 
demonstrate the importance of: collaborating with ethnic minority 
communities and faith groups; the location of the mental health service; bi­
lingual professionals; and the translation of materials. One key issue raised 
by the study was the sustainability of culturally sensitive/ethnic specific 
services. Ideas to overcome this issue are discussed. Future research could 
investigate therapists’ views of providing a culturally sensitive/ethnic specific 
service in the temple.
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1. INTRODUCTION
In this research the focus is on a specific ethnic group: Sri Lankan Tamils, as 
this group has scarcely been the subject of mental health research in the 
past (Appendix N)^°. As this ethnic group can fit into a number of other 
categories, the research has also examined the extant literature on 
immigrants, ethnic minorities and refugees/asylum seekers, focussing on the 
South East Asian and Sri Lankan Tamil populations.
The literature on the mental health needs of refugees/asylum seekers will be 
examined first, then inequalities present within mental health services and 
the influence of culture and religion on mental health will be examined. In 
addition, theories relevant to ethnic minorities, refugees/asylum seekers and 
mental health will be considered, before looking at the literature on ethnic 
specific/culturally sensitive mental health services. Finally, the rationale for 
the current study will be discussed, alongside the methodological 
underpinnings of the study.
See Appendix N for background information about Sri Lankan Tamils and Sri 
Lanka.
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i. The Mental Health Needs of Refugees/Asylum Seekers;
The United Kingdom (UK) is host to a multicultural society. Approximately six 
million people in the UK belong to ethnic minority communities (DoH, 2003a). 
As refugees and asylum seekers form a portion (approximately 300,000) of 
the ethnic minority communities in the UK (UNHRC, 2008), their specific 
needs will be examined first.
Some definitions -
It is important to clarify what the terms ‘refugee’ and ‘asylum seeker’ mean, 
as these terms are used interchangeably within the literature. A refugee is a 
person who is outside their country of origin because they have suffered 
persecution on account of race, religion, nationality, political opinion, or 
because they are a member of a persecuted 'social group' (UNHRC, 1951).
Asylum seekers are people who seek refugee status but are awaiting a 
decision on their application for refugee status. ‘Immigrants’ on the other 
hand differ from refugees and asylum seekers, as immigrants usually have 
made a positive decision to change their country of residence. The terms 
refugees/asylum seekers will be used in this review as participants 
interviewed fit into both categories. As a result, key literature on 
refugees/asylum seekers will be examined, starting with the stressors they 
face.
Stressors Faced by Refugees and Asylum Seekers -
Refugees/asylum seekers have faced numerous possible ‘pre-flight’ related 
stressors in their country of origin such as war, human rights abuses, 
economic hardship and persecution (Tribe, 2002; Ager, 1993). Once 
refugees and asylum seekers have arrived in the country of their 
refuge/asylum, they are at risk of experiencing a number of losses (eg.
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country, culture, family, and profession; Tribe, 2002). Additionally, they 
potentially face a number of issues such as: an uncertain future, traumatic life 
events, hardship and racism by the host community (Tribe, 2002). The 
complex nature of all the stressors faced by refugees/asylum seekers has 
been summarised succinctly by Miller and Rasco’s model of ‘the effects of 
political violence and displacement on individuals, families and communities’ 
(2004). One of the key experiences mentioned in the refugee and asylum 
literature is a reduction in social support when individuals arrive and settle in 
the country of refuge/asylum.
Social Support and Mental Health -
Numerous studies have shown a positive relationship between social support 
and mental health outcomes (e.g. low rates of major depression (Lakey & 
Cronin, 2008); few PTSD symptoms (Brewin et al. 2000); and low levels of 
non-specific psychological distress (Procidano, 1992)). Amongst the 
Southeast Asian refugee/asylum seeking population, the presence of social 
support has been shown to have a protective function (Beiser et al. 1989). 
Specifically it was proposed that social support functioned by enhancing a 
sense of identity and belongingness (Beiser et al. 1989). The reduction in 
social support that refugees and asylum seekers experience is therefore 
likely to have a negative impact on mental health.
Refugees and Mental Health Problems -
Unsurprisingly due to these numerous stressors and low social support a 
systematic review of 7000 refugees showed that refugees have higher rates 
of mental health problems compared to the native population (Fazel etal. 
2005). These findings were further supported by a UK study of refugees 
(Burnett & Peel, 2001). However one criticism of the systematic review was 
that the accurate assessment of psychological disorders in the participants
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was difficult to ensure as the validity of psychological measures was 
ascertained using Western populations, not refugees. Also, due to the 
heterogeneity present in the sample, it is difficult to know whether the sample 
was representative of refugee populations resettled in Western countries. As 
a result of this latter issue, some studies have focused on specific ethnic 
groups, such as Sri Lankan Tamils.
Sri Lankan Tamil Asylum Seekers and Mental Health Problems -
When examining specific research on Sri Lankan Tamil asylum seekers it is 
important to understand the background to why they are seeking asylum, to 
escape the civil war in Sri Lanka (1983-2009), during which period there have 
been widespread allegations of torture and human rights abuses. Silove etal. 
(1999) found that Tamil asylum seekers in Australia reported high levels of 
pre-migration trauma, including torture (26%), witnessing murder (46%), and 
exposure to combat (23%). Tamil asylum seekers reported levels of anxiety, 
depression and PTSD symptoms that were comparable to refugees, but 
approximately three times higher than Tamil immigrants (Silove et al. 1998).
However one criticism of these studies was that systematic sampling was not 
possible, therefore the representativeness of the participants may be limited. 
Irrespective of this limitation, these findings strongly suggest that Tamil 
asylum seekers experience a high rate of mental health problems and require 
support from mental health services. Yet despite the higher level of need for 
mental health services amongst refugees/asylum seekers, there is consistent 
evidence that shows that ethnic minority groups' mental health needs are not 
being met (DoH, 2003a).
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ii. Inequalities in Mental Health Services:
One report showed that ethnie minority individuals are more likely than their 
white counterparts to experience the following: lower access to talking 
therapies services, cultural and language barriers in assessments, and an 
aversive pathway into mental health services (DoH, 2003a). These findings 
strongly suggest that mental health services are unresponsive to the mental 
health needs of ethnic minorities in the UK, and highlight that an inequality is 
present. Unsurprisingly, ethnic minority communities have reported 
dissatisfaction with current mental health services.
Ethnic Minority/Asylum Seekers’ Dissatisfaction with Mental Health 
Services -
South Asian service users’ of mental health services in the UK perceived 
‘cultural exclusion’ being present. Specifically they spoke about the presence 
of cultural and religious insensitivity, such as problems with standard 
psychiatric assessment tools and the availability of interpreters (Bowl, 2007).
Furthermore, one qualitative study of UK asylum seekers’ views highlighted 
that asylum seekers’ tended to have poor understanding of how the NHS 
worked. Sri Lankan Tamil participants in this study specifically spoke about 
problems with appropriate interpreters. As often they were sent a Tamil 
interpreter of Indian origin rather than a Tamil interpreter of Sri Lankan origin. 
This unfortunately led to communication difficulties and their problems being 
inappropriately addressed (O’Donnell et al. 2007). These findings highlight 
the danger of classifying ethnic minorities into one homogeneous group, and 
the importance of recognising the unique needs of specific ethnic minority 
groups.
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The Government Plans to Tackle Ethnie Health Inequality in the NHS -
The identified ethnic health inequalities present within the NHS, in addition to 
ethnic minority groups’ dissatisfaction with mental health services led the 
government to launch two policy frameworks. The first was ‘Inside Outside’ 
(DoH, 2003a) which aimed to eliminate ethnic inequalities and develop a 
mental health workforce that was capable of delivering services to a diverse 
population (Bhui et al. 2004). The second was a consultation document, 
‘Delivering Race Equality: A Framework for Action’ (DoH, 2003b) which 
identified three areas for service change: ethnic monitoring, appropriate and 
responsive services, and community engagement. However both policy 
documents have been criticised for not being implemented and producing a 
clinical impact (Bhui etal. 2004).
This criticism could be counteracted by the presence of the government’s 
lAPT initiative which aimed to increase access to talking therapies for 
working age adults diagnosed with depression and anxiety. This also 
included increasing access to talking therapies for Black and Minority Ethnic 
(BME) groups (DoH, 2009).
Increasing Access to Psychological Therapies (IAPT) -
The lAPT BME Positive Practice Guidelines (DoH, 2009) aimed to achieve 
better access of primary care mental health services by BME communities 
through: understanding the needs of different communities; removing barriers 
to access; engaging with local communities; and training and developing the 
workforce.
In South London, lAPT services assessed the needs and views of four BME 
groups within the community who had difficulty accessing primary care 
mental health services: the Bengali, Urdu, Tamil and Somali (BUTS) 
speaking communities (lAPT Diversity BUTS Programme, 2009). It is 
important to note that this study was locally commissioned by the Primary
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Care Trust and Public Health and was not peer reviewed like other research 
included in this literature review. As a result the quality of this service driven 
research cannot be viewed the same as a peer reviewed piece of research. 
The specific findings from the Sri Lankan Tamil community will be focussed 
on.
lAPT Specific Findings from the Sri Lankan Tamil Community -
Common themes about the barriers in accessing psychological therapies for 
the Tamil community included the following: depression and anxiety were 
associated with ‘madness’, there was stigma and fear about mental health, 
people did not seek help and kept ‘their worries to themselves’ (lAPT 
Diversity BUTS Programme, 2009). Furthermore, religion seemed to play a 
dominant role for the Tamil community, as participants believed they could 
get ‘satisfaction’ by praying for their mental health problems, as well as 
having the opportunity to talk to others within their community. The final key 
finding was that Tamil participants reported that interpreters did not report 
their problems accurately to the GP (lAPT Diversity BUTS Programme,
2009).
These findings strongly suggest that culture and religion are important factors 
to consider when thinking about ethnic minorities (like Sri Lankan Tamils) and 
mental health. As a result, these factors will be reviewed in more depth.
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iii. Culture and Mental Health:
The way people make sense and understand their mental health has been 
shown to be strongly related to wider cultural health beliefs (Helman, 1985, 
1990; Herzlich & Pierret, 1987). Specifically culture has been shown to have 
a significant influence on the conceptualisation; recognition and reporting of 
psychiatric symptoms; the meaning attributed to them; help seeking 
behaviour (MSB); coping; and the use of mental health services (Anand & 
Cochrane, 2005). These areas will each be reviewed below.
Conceptualisation, Recognition and Reporting of Mental Health -
When examining how culture influences the conceptualisation, recognition 
and reporting of mental health problems, an important concept within the 
literature is ‘Explanatory Models' (EMs). EMs are an individual’s beliefs about 
an episode of sickness and the treatments that are utilised, and appear to be 
influenced by culture (Jacob etal. 1998). Helman (1990) distinguished 
between Western and non-Western causal beliefs about mental distress, 
stating that social and supernatural causes were associated with non- 
Western cultures, whereas natural or patient-centred explanations of distress 
are more common in Western countries (Helman, 1990). EMs are particularly 
important for mental health services to consider, as they influence HSB, 
compliance of treatment and client satisfaction (Jacob etal. 1998; Callan & 
Littlewood, 1998).
In a study of consultation behaviour amongst Indian women living in the UK, 
Jacob et al. (1998) showed that Indian participants were less likely to see 
depression as an indication for medical intervention and were more likely to 
withhold some of their concerns from their GP. Jacob etal. (1998) concluded 
that the low recognition rate seemed in part to be explained by differing EMs 
between the clinician and the client. In addition to this, EMs influence causal 
attributions and the presentation of mental health symptoms. This is most 
clearly seen in the somatisation literature.
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‘Somatisation’ is defined as ‘the expression of personal and social distress in 
an idiom of bodily complaints’ (Kleinman, 1982). Research shows that 
emotional distress is expressed in somatic terms in developing countries, 
unlike Western countries where distress is expressed in psychological terms 
(Farooq et al. 1995). This is further supported by evidence that shows ethnic 
minority groups who originate from developing countries but who live in the 
Western world, continue to present with somatic rather than psychological 
symptoms in primary care settings (eg. Bal, 1987; Mumford, 1991).
A study in a UK primary care setting showed that ethnicity was found to be 
the most important variable associated with higher somatic scores for Asian 
clients, when compared to Caucasian clients (Farooq etal. 1995). Although 
this study did not obtain objective data about participants’ physical health, the 
literature consistently shows that somatisation occurs more in ethnic 
minorities from Eastern countries, suggesting that culture influences an 
individuals’ EM, including the expression of symptoms (Anand & Cochrane, 
2005).
Meaning Attributed to Mental Health Symptoms -
Kleinman (1987) argued that every culture has its own ‘health care system’, 
and that within each system, illness, the response to illness, and the 
treatment have different cultural and symbolic meanings (Burr & Chapman, 
1998). This was supported in a comparative study of 120 British Pakistanis 
(Malik, 2000) which found that participants’ conceptions of mental health 
originated in ‘religious belief systems’ (Malik, 2000). Furthermore, the 
recognition of Culture Bound Syndromes (CBSs) within the DSM-IV (APA, 
1994) further demonstrates that cultural meanings of distress affect the 
experience of mental health problems and the expression of symptoms. 
CBSs are recurrent, locality/culture-specific patterns of aberrant behaviour 
and troubling experience that may or may not be linked to a particular DSM-
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IV diagnostic category. Many of these patterns are indigenously considered 
to be "illnesses" and have local names.
Help Seeking Behaviour and Coping-
Culture has also been shown to influence how an individual copes with 
mental health problems. For example, one study showed that South Asian 
women found it more helpful to talk to family members about their depression 
than to a friend; whereas Caucasian women preferred to talk to a friend 
(Furnham & Malik, 1994). This finding reflects how South Asian culture 
prioritises family to help manage difficulties.
One study which conducted focus groups with South Asian women showed 
that fear of reflected shame and loss of izzat (family honour) were key 
reasons why South Asian women were unlikely to seek help from services 
(Gilbert et al. 2004). Sheikh and Furnham (2000) found that cultural beliefs 
about the aetiologies of mental illness were significant predictors of attitudes 
to help seeking. For Asians, religion was a significant predictor of attitudes 
towards seeking help (Sheikh & Furnham, 2000). Muslims were the least 
likely, and those with no religious affiliation the most likely, to have a positive 
attitude to seeking help from services (Sheikh & Furnham, 2000).
A further study examined the HSB of Sri Lankan Tamils living in Toronto, 
Canada (Silove et al. 1999). Results showed that Tamil participants’ HSB for 
mental health problems was influenced by both internal and external factors 
such as: language barriers, religious beliefs, stigma, and personal beliefs 
(Silove ef a/. 1999).
When examining coping strategies used to manage mental health problems, 
two recent studies have examined the role of religion and prayer. Firstly, 
Cinnirella and Loewenthal (1999) examined five different cultural-religious 
groups in the UK and found that Pakistani-Muslim participants, in particular, 
felt that religion had an impact on their choice of coping strategy. Prayer was 
thought to be effective in the management of depressive and schizophrenic 
symptoms. Also, community stigma associated with mental health was
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shown to lead to a preference for private coping and help seeking strategies 
as opposed to seeking help from more public sources (Cinnirella & 
Loewenthal, 1999).
Secondly, Hussain and Cochrane (2003) showed that religion and prayer, 
crying, self-harm and talking, were coping strategies adopted by South Asian 
women. Choice of coping strategy was influenced by how a problem was 
perceived and also motivation factors such as the need to maintain gender 
roles. However, both these studies have limited generalisability as they only 
studied women.
Use of Mental Health Services -
As culture appears to influence what constitutes an appropriate response to 
illness, this has an impact on the utilisation of mental health services. South 
Asians living in the UK have been shown to be reluctant to seek help from 
professionals about psychological problems and are under-represented in 
psychiatric statistics (eg. Bhui etal. 2003; Gillam etal. 1989; Fenton & Sadiq,
1993). Possible explanations for these findings include; EMs, somatisation, 
trying to cope with the problem within the family, preference for the use of 
traditional health-care methods, language barriers, stigma and shame 
(Wynaden etal. 2005; Furnham & Malik, 1994).
In a review of the potential barriers to the use of health services amongst 
ethnic minorities, findings showed that potential barriers occurred at three 
levels: patient level (e.g. patient demographic variables), provider level (e.g. 
provider’s cultural knowledge, skills), and system level (e.g. organisation of 
the health care system; Scheppers etal. 2006). This highlights the multitude 
of potential barriers for ethnic minorities accessing health care services, and 
positively acknowledges systemic/organisational factors that contribute to 
these barriers.
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iv. Religion and Mental Health:
Religion features predominantly in the literature examining culture and 
mental health amongst ethnic minorities. Previous reviews and meta­
analyses have demonstrated mixed results with regards to the relationship 
between religion and mental health. That is, some studies found religion to 
be positively correlated with psychological adjustment (e.g. Koenig & Larson, 
2001 ; Gartner et al. 1991), some have found it to be negatively correlated 
(e.g. Dreger, 1952; Schafer, 1997) and some have found no significant 
relationship at all (e.g. Lewis et al. 1997).
One major criticism and explanation for the mixed results in the religion and 
mental health literature is that previous studies have not sufficiently 
operationalised ‘religion’ and ‘mental health’, and instead have used differing 
definitions of religiosity and mental health (Hackney & Sanders, 2003). 
Unfortunately both religiosity and mental health have been identified as being 
very difficult to define (Hackney & Sanders, 2003). Another major criticism of 
the literature is that causality cannot be determined. Therefore it is possible 
that religious involvement leads to positive mental health, or it is possible that 
positive mental health predisposes people to religious involvement (Hackney 
& Sanders, 2003).
Despite the mixed findings present in previous research, a recent meta­
analysis of the relationship between religion and mental health which 
examined 34 studies, showed that overall there was a positive relationship 
between religiosity and mental health across all conditions (Hackney & 
Sanders, 2003). This indicated that regardless of the religiosity and mental 
health definition used, religiosity was said to have a positive relationship with 
psychological adjustment.
The positive relationship that has been demonstrated between religion and 
mental health has been attributed to religion providing coping via two 
mechanisms: ‘social support’ and ‘cognition’ (Loewenthal, 2006).
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Religious coping and social support -
It has been shown that greater social support promotes positive mental 
health (e.g. Myers, 1993; George, 1992). If religious involvement can be 
shown to promote social support, then it would be logical to hypothesise that 
religion could benefit mental health via the provision of social support 
structures. Koenig and Larson (2001) examined 20 studies that examined the 
relationship between religion and social support and showed that 19 out of 
the 20 studies found a significant relationship between religious involvement 
and greater social support. Religious involvement also appears to increase 
the quality of support and its impact on mental health (Ellison & George,
1994).
Religious coping and cognition -
The other mechanism by which the positive relationship between religion and 
mental health has been explained is through cognition. That is, religious 
beliefs and thoughts themselves provide individuals with meaning/purpose in 
life, and the ability to cope with mental health problems. Koenig and Larson 
(2001) reviewed 100 studies and found that 80% of them showed that 
religious beliefs and practices were reliably related to greater life satisfaction, 
happiness, positive affect and higher morale. Similarly, when 14 studies were 
examined, 85% found that religious beliefs were associated with hope, 
meaning, optimism and purpose (Koenig & Larson, 2001). Not one study 
found that religious individuals had less hope or optimism than non-religious 
individuals (Koenig & Larson, 2001).
Prayer features predominantly in religious coping (e.g. Banziger etal. 2008). 
Recent reviews which examined the relationship between prayer and mental 
health showed that prayer specifically had a positive relationship with 
psychological health (Francis etal. 2008) and subjective well-being (Maltby 
et al. 2008). Despite these positive findings about religion and cognition, it is 
important not to generalise them to all religions as it has been shown that
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there are religious (and ethnie) group differences with regards to beliefs 
about mental health problems and coping (Cinnirella & Loewenthal, 1999).
Having considered the relevant literature, it is now necessary to examine how 
this literature can be related to psychological theories. Theories most 
applicable to this research, namely acculturation theory and key help seeking 
behaviour theories will be discussed.
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V. Theories Relevant to Ethnie Minorities, Refugees/Asyium Seekers 
and Mental Health:
Acculturation is defined as the ‘dual process of cultural and psychological 
change that takes place as a result of contact between two or more cultural 
groups and their individual members’ (Berry, 2005). As research suggests 
there is a link between acculturation and mental health, it is important to 
acknowledge and understand the impact of acculturation on mental health 
(Salant & Lauderdale, 2003).
Acculturation Theory -
According to Berry’s model of acculturation (Berry, 2005), individuals can 
maintain parts of their cultural identity, engage with the host society’s culture, 
and have their acculturation experience influenced by the host society 
(Koneru et al. 2007). From this framework. Berry proposed four acculturation 
strategies:
- an integrative acculturation strategy, which balances some of the 
cultural beliefs, values and practices of the original culture, whilst 
adopting new ones from the host culture;
- assimilation whereby the norms of the host society are completely 
absorbed;
- segregation or separation whereby the norms of the host society are 
separated from;
- and marginalisation whereby individuals are rejecting or being rejected 
by, both the host and the original culture (Koneru et al. 2007).
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Acculturation and Mental Health-
Research has shown that the relationship between acculturation and mental 
health is complex. Some studies have found a beneficial association between 
increased acculturation and mental health, whereas others have found a 
detrimental association or no relationship at all (e.g. Koneru et al. 2007; 
Salant & Lauderdale, 2003; Abrams etal. 1993; Miranda & Umhoefer, 1998; 
Shen & Takeuchi, 2001). Theories have suggested that acculturation may 
facilitate daily social interactions (Balls Organista et al. 2003) and increase 
awareness of treatment options (Rodriguez-Reimann etal. 2004). On the 
other hand, acculturation may increase stress or conflict between two 
competing cultures (Nguyen & Peterson, 1993), or be associated with a 
reduction in family support (Gil et al. 2000).
Criticisms of Acculturation Theory-
One of the biggest criticisms of the research on acculturation and mental 
health is that acculturation has not been operationalised consistently across 
studies, leading to varied findings in the literature (Zane & Mak, 2003; Salant 
& Lauderdale, 2003).
Additionally, there is abundant evidence indicating that acculturation is 
‘bidimensionar (e.g. Kim & Abreu, 2001; Ryder etal. 2000) in nature, where 
individuals can maintain or strengthen some values from their original culture, 
while also acquiring or adapting to values of the host culture. Yet despite this, 
most available instruments measure acculturation as a ‘unidimensional’ 
construct (e.g. Chung etal. 2004), suggesting that adaptation occurs along a 
single continuum in which acquisition of the host culture results in loss of the 
original culture (Chung et al. 2004). Furthermore, Berry's model of 
acculturative stress may not fully account for the complex nature of stress 
associated with immigration (Salant & Lauderdale, 2003). This model has 
been accused of viewing immigrants as one homogenous group (Rudmin,
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2003), irrespective of the type of migrant, the country of origin and 
settlement, or ethnic group (Schwartz et al. 2010).
As ethnicity, culture and religion have been shown to influence help seeking 
behaviour (HSB), it is essential to also review HSB theories and their 
application to refugees/asylum seekers seeking help from mental health 
professionals and services.
Help Seeking Behaviour Theories -
Four key HSB theories have been examined: The Theory of Reasoned 
Action, The Theory of Planned Behaviour, The Health Beliefs Model and The 
Socio-Behavioural Model. These theories will be considered in relation to the 
current research.
The Theory of Reasoned Action (TRA; Ajzen & Fishbein, 1980; 
Fishbein & AJzen, 1975) -
The TRA stated that a person’s behavioural intentions, which are the 
immediate antecedent to behaviour, depends on the person’s attitude about 
the behaviour and the subjective norms (Ajzen & Fishbein, 1980).
Overall, support for the TRA is limited (Sutton, 1998; Godin & Kok, 1996; 
Conner & Armitage, 1998). One study which applied the TRA to predict 
patients’ HSB from professional mental health services showed that 
intentions to seek help were related to the belief that mental health 
professionals were able to provide support for their difficulties (Bayer & Peay, 
1997). However this study used a general, heterogeneous sample, therefore 
it was difficult to examine any ethnic/cultural barriers to help seeking (Bayer 
& Peay, 1997). Another limitation of the TRA is that it neglects the fact that 
behaviour is not always under volitional control, and also neglects the impact 
of past behaviour on current behaviour. As a result of these criticisms, the
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TRA was extended to include ‘behavioural control', and was renamed the 
Theory of Planned Behaviour (TPB; Ajzen, 1985, 1991).
The Theory of Planned Behaviour (TPB; Ajzen, 1985, 1991)-
'Behavioural control' represents the perceived ease or difficulty of performing 
the behaviour and is a function of control beliefs (Ajzen, 1991). Behavioural 
control is assumed to have a direct influence on intention (Ajzen, 1991). A 
meta-analysis which examined the TPB found support for the efficacy of the 
model as a predictor of intentions and behaviour, independent of TRA 
variables (Armitage & Connor, 2001). However one limitation of this meta­
analysis was that the behaviours examined did not include any related to 
HSB for mental health problems, therefore may not be generalisable to this 
arena.
Both the TRA and the TPB are significantly limited as they are largely 
dependent on rational processes. Therefore they do not explicitly allow for 
the impact of emotions, culture, and religious beliefs on behaviour. As a 
result, these theories may not be the most applicable to HSB for mental 
health problems by ethnic minority communities like Sri Lankan Tamils.
The Health Beliefs Model (HBM; Rosenstock, 1966) -
The HBM has four dimensions which affect decisions to seek help, health 
behaviour and outcomes. These are: perceived susceptibility to an illness, 
severity of the illness, and benefits and barriers of seeking help for the illness 
(Rosenstock, 1966). Overall, support for the HBM is limited (Harrison etal. 
1992). One of the main criticisms of the HBM is that the relationships 
between the variables have not been fully explained (Stroebe, 1996). The 
second major weakness of the HBM is that important socio-psychological
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factors such as culture are not included (Stroebe, 2000), which could 
potentially influence all four dimensions.
The Socio-Behavioural Model (SBM; Andersen, 1968; Andersen & 
Newman, 1973)-
The SBM proposed that three basic categories determine HSB; need for 
care, predisposing factors (i.e. demographic characteristics, social structure 
and beliefs), and enabling factors (i.e. the means and knowledge to access 
treatment; Andersen & Newman, 1973). One study examined the extent to 
which need, predisposing and enabling factors affect the use of mental health 
services (Leaf et al. 1988). Results showed that the strongest predictor of 
service utilisation were indicators of need. However this study was conducted 
using mainly Caucasian participants, thus the results may not be 
generalisable to individuals who belong to ethnic minority groups. The SBM 
has been criticised for not paying enough attention to social networks, social 
interactions, and culture (e.g. Bass & Noelker, 1987; Guendelman, 1991). 
However Andersen (1995) argued that these concepts are covered by the 
‘social structure’ component of the predisposing characteristics.
Overall, the evidence base for HSB theories is primarily sourced from white 
populations. The influence of factors such as ethnicity, culture and religion 
have been unaddressed and under researched. As a result the application of 
HSB theories to ethnic minority groups should be done with caution and 
requires further research. Nevertheless, collectively the literature on culture, 
religion, help seeking behaviour and mental health, highlight the importance 
of taking religion and culture into account when providing treatment for ethnic 
minorities with mental health problems. This, combined with statistics on 
health inequalities amongst ethnic minorities has led to calls for ethnic 
specific/culturally sensitive mental health services which are adapted to the
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clients’ cultural/religious context and values (eg. Greenberg, 1992; Cinnirella 
& Loewenthal, 1999; Griner & Smith 2006).
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vi. Ethnie Specific/Culturally Sensitive Mental Health Services;
Definition of an ethnie specific/culturally sensitive mental health 
service -
Ethnie specific services (ESS)/ culturally sensitive services (CSS) are 
assumed to provide a better fit with the socio-cultural and community life 
context of ethnic minorities (Lau & Zane, 2000). According to Andersen et al. 
(2003) a CSS should include the following: staff that culturally/ethnically 
reflect the community it serves, professionals (or translators) who speak the 
clients' language, training for providers about the specific client group, 
signage and instructional literature in the clients’ language, and culturally 
specific health care settings.
Tackeuchi et al. (1995) also stated that these services should be provided in 
a culturally familiar context, and located within ethnic minority communities. 
Fernando (2005) described common features of a number of ESS in England 
for BME groups. Common features identified were similar to those identified 
above, but also included; greater flexibility and less formal services, fewer 
boundaries between therapist and client, and greater family involvement in 
services.
How effective are ESS/CSS -
ESS/CSS have been shown to improve ethnic minority usage, retention 
rates, improve outcomes, and decrease emergency or inpatient service use 
(eg. Zane etal. 1994; Lau & Zane, 2000; O’Sullivan etal. 1989). These 
findings were further supported by a recent meta-analysis which showed that 
overall there was evidence for the beneficial effects of culturally adapting 
mental health interventions. This was particularly the case when the 
interventions were targeted at a specific racial/ethnic group and when the
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interventions were conducted in the clients' preferred language (Griner & 
Smith, 2006).
However one criticism of these studies is that they did not identify or 
differentiate amongst separate ethnic groups (eg. Filipino, Japanese,
Chinese) and instead grouped them into one homogeneous group (eg. 
‘Asian’). As a result it is unclear to which specific ethnic group the findings 
apply. It is important not to group ethnic minorities together as evidence 
suggests treatment needs of different ethnic groups can be different (Zane et 
al. 1994). A second limitation of these studies is that they failed to identify 
what specific service features contributed to the ESS’s effectiveness (Zane et 
al. 1994).
Service users’ views of ethnic specific/culturally sensitive mental 
health services -
A third major limitation of the research on ESS/CSS is that it has failed to 
investigate service users’ perceptions of the services provided (Miranda et al. 
2003). Not one study to date has investigated service users’ perspectives of 
ESS. ESS should ask service users’ about their experiences, and ask them 
to evaluate service adaptations and the cultural ‘appropriateness’ of them 
(eg. Griner & Smith, 2006).
Although the lAPT Diversity BUTS Programme (2009) did not gain service 
users views of accessing a CSS/ESS, it did ascertain the views of four ethnic 
minority groups about mental health and current mental health services. A 
number of recommendations were subsequently made, which included 
specific recommendations for the Sri Lankan Tamil community.
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lAPT Recommendations for the Tamil Community -
Many Tamil participants felt it would be helpful to provide psychological 
therapies within the temple itself as it was a common place where the 
community gathered (IAPT Diversity BUTS Programme, 2009). Also it was 
recommended that employment of mental health professionals with 
appropriate linguistic backgrounds would be best, as they could be culturally 
sensitive to the needs of the Tamil community and provide better autonomy 
and neutrality (lAPT Diversity BUTS Programme, 2009). These 
recommendations were in line with the lAPT BME Positive Practice Guide 
(DoH, 2009).
Following these recommendations, two local lAPT services in South London 
aimed to implement them. They liaised with a local Hindu temple to provide 
an ESS for the Sri Lankan Tamil population within the temple itself. The 
mental health service in the temple was piloted in 2009 and was run by two 
lAPT therapists who were Tamil speaking. This service was the research site 
for this study. The rationale for the current study is described next.
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vii. Rationale for current study;
In sum, the UK has a diverse population which includes ethnic minority 
groups, some of whom are refugees or asylum seekers’. Research has 
consistently demonstrated ethnic health inequalities present in mental health 
services in the UK and has highlighted the influence that culture and religion 
have on mental health. As a result mental health services have tried to adapt 
to the needs of ethnic minority groups. This has been achieved by the 
development of ESS/CSS. However there is little research to date which has 
directly examined service users’ views/experiences of accessing a CSS/ESS. 
This could prove vital and guide the future development and use of services 
with ethnic minority populations.
One such innovative CSS/ESS located within a Hindu temple in South 
London was chosen as the research site for this investigation. One specific 
ethnic group was focussed upon for this research for two reasons: firstly to 
acknowledge that ethnic minorities, refugees/asylum seekers’ are diverse in 
their cultural and linguistic backgrounds, therefore making it difficult to make 
transcultural comparisons. Secondly, by focussing on one ethnic group, the 
homogeneity of the sample can be maintained. Following Lincoln and Guba’s 
(1999) suggestion that only one broad research question be stated when 
undertaking qualitative research, the study asked:
What are the perceptions of Sri Lankan Tamil clients accessing a mental 
health service in a Hindu temple?
A qualitative approach was adopted to undertake the study. Unlike 
quantitative methods, qualitative methods are suitable for exploring ‘a wide 
array of dimensions of the social world’, including nuances of everyday life, 
the understandings, experiences of individuals, the way that relationships 
and social processes work, and the importance of their meaning (Mason, 
2002).
The aim of the research was to introduce a novel perspective into a little 
known field of mental health. The objective was to incorporate the voices of
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non-Engiish speaking people from an ethnie minority group into mental 
health, in order to acknowledge these individuals needs and experiences. 
This ethnic minority perspective is valuable but is often neglected in research 
(eg. Hussain-Gambles etal. 2004; Chan & Moriarty, 2005; Barnes & Bowl, 
2001). When it has been sought in the past, it has often been biased by 
Eurocentric philosophies and paradigms (Liamputtong, 2010). Thus the 
research adopted an interview format to gather data and a phenomenological 
method to analyse the data. This qualitative approach has been particularly 
recommended for cross-cultural research, when knowledge of the social and 
cultural contexts of an ethnic minority group is sought (Liamputtong, 2010).
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viii. Methodological underpinnings:
The method of data collection was a face-to-face semi-structured interview. 
This format was adopted as it has a flexible approach which allows the 
researcher and participant to engage in a conversation whereby initial 
questions are adjusted according to the participants' responses and the 
researcher is able to probe interesting and important areas which arise 
(Smith, 2003).
For the data analysis, the research adopted a phenomenological focus to 
gather insights about participants' experiences. ‘Phenomenology is 
concerned with the phenomena that appear in our consciousness as we 
engage with the world around us’ (Willig, 2008, p.52). Willig (2008) explains 
that in phenomenology, objects and subjects are not separate from us, but 
are only given meaning according to our perceptions of them and are 
therefore different according to the perceiver.
Willig (2008) states that we cannot gain direct access to our participants’ 
perceptions, rather we can explore them from our own positions in the world, 
thus requires the researcher to interpret the individual’s experience. In 
Interpretative Phenomenological Analysis (IPA) the researcher is aiming to 
both ‘walk in the participant’s shoes’ through empathising with their 
experiences, and at the same time use a questioning stance to think about 
their experiences from a different angle (Smith et al. 2009).
I PA also utilises ideas from hermeneutics, in particular the idea that 
descriptions cannot be separate from interpretation (Willig, 2008). 
Hermeneutics suggests that meaning making is circular: we use our 
presuppositions (ie. thoughts, feelings, schemas and beliefs) to make sense 
of the world, and our understanding of the world influences our 
presuppositions. This fits with a symbolic-interactionist view, which suggests 
that meanings are negotiated within a social context (Willig, 2001). 
Interpretations of these experiences are therefore influenced by the narrator 
and the person who hears the account (ie. participant-researcher in the case
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of research). This fits with a constructivist-interpretativism axiology 
(Ponterotto, 2005), as constructivists suggest that it is not possible for the 
researcher to completely ‘bracket off preconceptions from the research 
process. As a result of this, the researcher should acknowledge and state 
their own position, thoughts and feelings with regard to the phenomenon 
under study, and adopt a reflexive approach to the research process.
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2. METHOD
i. Setting:
The research was set in a Hindu temple in South London. One day per week 
the temple was the base for two lAPT services. The service at the temple 
was comprised of two lAPT therapists who provided evidence-based 
psychological therapies, specifically CBT. The therapy was provided in 
individual and group format. The temple is primarily accessed by the Sri 
Lankan, Tamil population. This research used a single-site to recruit 
participants as this was the only site available (other similar services had not 
been developed). Furthermore, use of a single-site was justified by 
contributing to the homogeneity of the sample (see Participants section).
ii. Consultation with service users:
Two previous Sri Lankan, Tamil service users who had accessed the lAPT 
service in the temple were consulted about the information sheets and the 
consent forms which were presented in both the Tamil and English medium. 
Their feedback was very positive and did not result in any changes to the 
forms.
iii. Participants:
Purposive sampling was used to recruit Sri Lankan Tamils who had 
experience of accessing the mental health service in the temple. This was an 
appropriate strategy following IPA guidelines (Smith, 2003; Smith etal.
2009), as the sample was drawn from a population who had all experienced 
a specific phenomenon (ie. accessing a mental health service in a temple). 
This type of sampling is similar to that employed by social anthropologists 
conducting ethnographic research in one particular community, where the 
idiographic mode of inquiry is utilised (Smith, 2003). Unlike nomothetic
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studies, idiographic studies are focused on individual case studies and result 
in specific statements about those individuals, rather than general statements 
about groups and populations (Smith, 2003). As a result, IPA studies have 
small sample sizes, which are fairly homogenous in nature. Homogeneity is 
the idea that the sample group are chosen because they offer insights from a 
position of ‘shared experience’ and are as uniform as possible. Homogeneity 
is considered important as the researcher can thoroughly examine the 
psychological variability with the group, by analyzing the pattern of 
convergence and divergence which arises (Smith et al. 2009). This then 
allows the researcher to understand and describe a particular phenomenon 
in detail.
The key principles of purposive sampling and homogeneity in IPA research 
mean that it is best to think in terms of theoretical rather than empirical 
generalisability. That is, links will be made between the findings of an IPA 
study, the researcher’s own personal and professional experience, and the 
claims in the existing literature. The power of the IPA study is judged by how 
the findings relate to the broader context (Smith, 2003).
Potential participants were recruited via the two lAPT therapists who worked 
at the temple. The therapists were thoroughly briefed on the background and 
purpose of the study. They both had research experience, and were aware of 
research ethics, such as not using coercive strategies to recruit participants. 
Over the course of three months, eight participants were approached by the 
lAPT therapists about the research. All eight consented to take part in the 
study. To preserve participant confidentiality, participant demographics have 
been presented in a table as collated information, rather than describing 
individuals (see Appendix A).
Sample size -
Smith and Osborn (2008) stated that there is no ‘right answer’ for sample 
size in IPA, as studies have been conducted with single cases, but that
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between three to six participants would be ‘reasonable’. Smith etal. (1999) 
have recommended a maximum sample size of 10 participants for analysis. 
Additionally, Larkin and Thompson (2011) stated that ‘IPA studies require 
small sample sizes as it is the quality, rather than the quantity of data that 
permits insightful analyses to be developed’ (p.104). Indeed, Smith etal. 
(2009) recommend that IPA researchers aim to broaden the scope of their 
research by increasing the number of interviews, rather than the number of 
participants.
Gaining consent -
Potential participants were approached by lAPT therapists (working at the 
temple) when their therapy was scheduled to end. The lAPT therapists had 
an overview of the research. Participants were provided with information 
sheets (Appendix B) and consent forms (Appendix C) detailing the research, 
in either the Tamil or English medium (depending on their preference). They 
were also provided with stamp addressed envelopes for them to send back 
the forms to the researcher if they opted-in to the study. The lAPT therapists 
asked potential participants if they can be contacted in one week to find out 
their decision.
If there was no response within one week of information giving, potential 
participants were phoned (if consent has been given to do so) by the lAPT 
therapist to remind them about the research and ascertain whether they 
wanted to participate or not. The lAPT therapists were trained not to adopt 
coercive practices in the recruitment of participants. Once participants 
consented, a face-to-face meeting was arranged at the temple with the 
participants and an interpreter (for those who required one). At this meeting, 
the researcher reminded participants of the information contained in the 
information sheet and the consent form.
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Ethical approval -
Ethical approval was gained for the research through the National Research 
Ethics Service (NRES) Committee London-Camberwell St. Giles (see 
Appendix D) and through the Faculty of Arts and Human Sciences Ethics 
Committee at the University of Surrey (see Appendix E). Research and 
Development (R&D) approval was gained from South West London and St. 
Georges' Mental Health MHS Trust (see Appendix F).
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iv. Procedure:
After consent and background/demographic information (see Appendix G) 
were gained from participants, they were invited to attend a face-to-face 
meeting with the researcher and an interpreter (if they requested one). The 
interviews took place at the temple and involved a semi-structured interview 
format. This format gave the researcher flexibility to explore participants’ 
experiences, whilst also recognising the participants as experts in their 
experiences of accessing a mental health service within a temple (Smith & 
Osborn, 2008).
The semi-structured interview was developed based on previous reading 
around the research area under investigation. The following were identified 
as a range of issues the interview should cover: understanding of culture, 
religion and mental health, influences on help-seeking behaviour, 
understanding of mental health services and culturally sensitive mental 
health services.
Each interview began with general, open-ended questions about culture, 
religion and mental health in order to build rapport and trust between the 
interviewer and the participant. The aim of the interviewer was to be 
sensitive and empathetic to help participants talk openly about their 
experiences of accessing the mental health service in the temple. Therefore 
the interviewer recognised that the interview was an interaction between two 
human beings (Fontana & Fry, 2000). The interview schedule (see Appendix 
H) included the following questions about the participants’: understanding of 
the terms “culture”, “religion” and “mental health”; their thoughts about having 
the mental health service in a temple location; their experiences of mental 
health; and their understanding and experience of seeking help.
The interviews lasted between 40 minutes to 1 hour and 20 minutes. The 
interviews were audio-taped and later transcribed verbatim by the 
researcher.
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Use of an Interpreter -
It is important to note that the researcher can understand spoken Tamil well, 
but has difficulty in speaking Tamil fluently. As a result the service of a 
professional Sri Lankan Tamil interpreter was sought to help facilitate 
interviews with participants who preferred to speak in Tamil. The interpreter’s 
primary role for this research was to specifically interpret the researcher’s 
questions and prompts. The interpreter was from the Sri Lankan Tamil 
community and had over 20 years of working in the profession. He 
specifically had 10 years of experience of working as an interpreter for the 
NHS, and was experienced in working with people with mental health 
problems. The same interpreter was used for all interviews to maintain the 
credibility of the data (Twinn, 1997) and was asked to sign a confidentiality 
agreement (see Appendix I).
A trained interpreter was sought as opposed to using family members, 
friends or bilingual persons who are not trained, to reduce the likelihood of 
conflicts being encountered in the work (Raval, 2003). Also as the interpreter 
was someone who had links to the Tamil community, he was someone who 
was respected and trusted (Wallin & Ahlstrom, 2006).
In order for the researcher to develop a relationship with the interpreter, a 
series of meetings prior to the start of data collection were organized. This 
allowed the researcher to discuss the aims and background of the research, 
the aims of the interview, the interview questions, and to gain some 
understanding of the interpreter’s background, competence, interpreting style 
and role (Wallin & Ahlstrom, 2006). In terms of the interview process, a 
meeting prior to and after each interview was organized to allow the 
opportunity for discussion and debrief (Wallin & Ahlstrom, 2006).
As the researcher was from the same ethnic and cultural group as the 
participants and understood spoken Tamil, it was justified to view the 
interpreter as a neutral conduit rather than acting as a co-facilitator or a 
‘cultural broker’ (Raval, 2003). In addition to this, the interpreter used a
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consecutive interpreting style (ie. only one person speaks at a time) rather 
than a simultaneous interpreting style (ie. the interpreter speaks at the same 
time as the respondent or interviewer) as recommended in guidance (Wallin 
& Ahlstrom, 2006). Finally, as advised by Raval (2003), more time (1hour 30 
minutes) was allowed for each interview due to the time needed for 
interpretation.
v. Credibility checks:
The traditional criterion applied to evaluate quantative research, namely 
objectivity, reliability and generalisability, are inappropriate for qualitative 
methods (Yardley, 2008). The aim of the qualitative researcher is to 
understand how they have influenced the research and how the context has 
contributed to their results, rather than to aim for objectivity and seek the 
same results each time the study is performed (Yardley, 2008).
Furthermore, rather than making generalised claims from a large sample to 
the population of interest, the qualitative researcher is interested in what can 
be said about the particular group that was interviewed (Smith & Osborn, 
2008). The power of the analysis is judged by the extent to which readers 
can make links between "... the findings of an IPA study, their own personal 
and professional experience, and the claims in the extant literature’ (Smith & 
Osborn, 2008, p.56). Therefore the aim is not for statistical generalisability, 
but ‘logical’ or ‘theoretical’ generalisability instead (Yardley, 2008). Yardley 
(2000; 2008) has proposed some criteria upon which qualitative researchers 
can show their research to be ‘sound and rigorous’ which are as follows:
Sensitivity to context -
The rationale for adopting IPA as a method itself demonstrates sensitivity to 
the context through the close engagement with the idiographic and the 
particular. The participants recruited purposively in this research have a
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shared lived experience of accessing a mental health service within a temple 
setting (Smith et al. 2009). The fact that all participants, except for one, 
preferred to conduct interviews in the Tamil medium demonstrates that this 
sample of people are difficult to access. It was therefore important for the 
researcher to work closely with key professionals in the service participants 
were recruited from, and develop rapport with them (Liamputtong, 2010).
This led to discussions about using a professional interpreter to help the 
researcher conduct interviews. In addition, it was agreed that it was best to 
conduct interviews in the temple itself as it was a familiar location for all 
participants (Liamputtong, 2010). This familiar location, in addition to the 
researcher carrying out interviews at times convenient to the participants 
helped to reduce the power imbalance between the researcher and the 
participants (Yardley, 2008), and further demonstrates sensitivity to the 
context. Following on from this, by ensuring information sheets and consent 
forms were translated into Tamil, demonstrated that participants' individual 
needs were being met and ethical issues regarding informed consent were 
addressed (Yardley, 2000; Liamputtong, 2010).
Sensitivity to the context was also shown through an appreciation of the 
interactional nature of the data collection within the interview situation (Smith 
et al. 2009). The researcher utilised clinical skills gained from working as a 
Trainee Clinical Psychologist to engage participants in the interview process. 
Also the research provided and offered Sri Lankan snacks and tea to 
participants (as fitting with Sri Lankan customs) to further create a relaxed 
environment for the interview to proceed.
Respondent validation -
Participant feedback about the analysis was not sought in this study. This 
was justified as after discussions with the researcher's supervisor it was 
thought that the theories and methods that the analysis draws on may be 
difficult for participants to understand, and thus unlikely to lead to
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constructive feedback (Yardley, 2008). Additionally as transcripts and coding 
were typed/written in English by the researcher, it was thought it would be 
particularly challenging to explain the analysis process to Tamil speaking 
participants whose English speaking and reading ability was not strong.
Disconfirming the analysis -
Yardley (2008) recommended taking the step to search for evidence within 
the data that disconfirms the themes produced. Any ‘negative cases’ will be 
reported in the results section.
Independent audit -
It was also recommended that the researcher keep a detailed ‘paper trail’ of 
each stage of their analysis (Yardley, 2008), so that an independent reader 
can follow how the analysis was conducted. It is important to note that an 
independent audit is not the same as inter-rater reliability, instead the 
independent auditor is attempting to ensure the account produced is a 
credible one, not that it is the ‘only’ one credible (Smith et al. 2009).
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vi. Analysis:
Once the data was collected it was analysed using IPA which proceeds as 
follows:
• Transcription of the interviews.
• ‘Looking for themes in the first case': The transcripts were read and 
re-read and annotated with comments about things of possible 
significance. The researcher commented on ‘echoes, amplifications 
and contradictions’ of what was said (Smith & Osborne, 2008, p.67). 
The researcher then moved onto a higher level of abstraction, noting 
possible themes that represented initial annotations.
• ‘Connecting the themes’: The researcher searched for connections 
between themes, by theoretically ordering the themes produced and 
looking for clusters. This analysis was iterative and involved 
continually checking back to the original text. The cluster of themes 
were then given ‘superordinate’ names, and quotes that illustrated 
them were identified.
• ‘Continuing the analysis with other cases’: The process of analysis 
was repeated from the beginning, while the researcher remained 
mindful of similarities and differences between transcripts. A master 
table of themes’ was then produced -  the themes that were taken 
forward depended on the richness of the evidence that supported 
them, their theoretical importance, and how well they represented the 
rest of the data. This process led to the production of a ‘final’ master 
theme which encompassed all the master themes.
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3. THE RESEARCHER'S REFLECTIONS
Self-reflexivity is crucial when using IPA as the researcher is placed in the 
pivotal position of making interpretations of their participants’ experiences 
(Willig, 2008; Smith & Osborne, 2008). In this research, self-reflexivity was 
cultivated through keeping a journal of my thoughts, decisions and beliefs 
(see Appendix J for an excerpt). In the following narrative, I shall try to 
describe my position as the researcher and acknowledge the values and 
experiences which have contributed to my analysis and understanding of the 
participants’ accounts. Elliott etal. (1999) recommend ‘owning one’s 
perspective’ in their guidelines for qualitative research; therefore I will now 
refer to myself in the first person.
I am a 27 year old Sri Lankan Tamil female, who was born in Jaffna, Sri 
Lanka. I was brought to the UK by my parents as a refugee when I was one 
year old, following the start of the Sri Lankan Civil war in 1983. I have noticed 
how being from this ethnic minority background has influenced my thinking. 
Most noteworthy is how I identify and empathise with the minority 
perspective.
Prior to conducting the interviews, I thought that participants would feel 
comfortable talking to me about their experiences as I was from the same 
cultural background as them. However as I am second generation Sri Lankan 
Tamil, who understands Tamil but cannot speak it, I also worried that 
participants would feel alienated by me and notice how Westernised I was 
compared to them. Fortunately my experience with participants was very 
positive, and they felt very happy that someone wanted to listen to their views 
and stories.
I think that being perceived as an ‘insider’ allowed me to more easily gain 
access to participants and the temple, liaise with the bi-lingual therapists, and 
to gain trust. ‘Trust’ was a particularly significant issue for the Sri Lankan 
Tamil population who have been historically subject to negative experiences 
(eg. oppression, torture) by persons/organisations in power.
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Surprisingly for me, the majority of my participants were male. This was not 
what I was expecting due to my preconceptions about males being poor at 
seeking help for health problems. I hoped that being female would aid the 
male participants to speak about their mental health experiences openly. 
Although participants were very open, something I did not fully acknowledge 
in the research was my how my emotional reaction to participants' 
experiences would influence participants’ disclosure. Specifically, for two 
male participants who had been tortured, the fact that I was female and 
moved by their experiences caused them to openly edit their descriptions to 
avoid causing me discomfort. This highlighted the importance and influence 
of researcher gender and non-verbal cues in the interview process. The latter 
issue is something I underestimated at the start of the research.
In addition to this, I was wary that participants might identify me as another 
mental health professional and might be cautious about stating any criticisms 
about the mental health service in the temple. This was apparent in some 
interviews where participants were only positive about the service. I ensured I 
reframed the questions (when necessary) to clearly indicate to participants 
that it was ok to make negative comments.
In terms of my biases towards the interview questions, I expected most 
participants to prefer their original culture and reject the UK culture. This was 
not necessarily the case for all participants.
I chose to read some of the literature before undertaking the research and so 
approached the research with some knowledge of what other writers thought 
the experiences of Sri Lankan Tamils, and people from minority ethnic 
backgrounds might be. As the literature was used to develop an interview 
schedule, this meant that some areas of discussion were pre-determined.
This background knowledge will have affected the cycle of hermeneutics. My 
position evolved throughout the research process, as I interacted with 
participants, supervisors and colleagues.
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4. RESULTS
One final master theme was developed from all the data linking it throughout 
(A). The final master theme described how the temple was perceived by 
participants as the connection between culture, community and the self. This 
link was the umbrella term for four master themes (i-iv): “culture” as a lens for 
mental health, negotiating two cultures, religion supporting the self and the 
need for culturally sensitive services (see Appendix K & L f \  The final master 
theme and its master themes will be explored below.
A. THE TEMPLE AS THE CONNECTION BETWEEN CULTURE. 
COMMUNITY AND THE SELF
To begin with, it is necessary to describe how during all the interviews the 
temple was perceived as the connection between culture, community and the 
self. For all participants in this research, moving to the UK, an unfamiliar 
country and culture, away from known support networks, was described as a 
very stressful experience. In addition participants’ experiences of mental 
health problems, loss, trauma and torture, caused them to seek out their 
culture and a community connection. The temple and its housing of mental 
health services was perceived as vital to the community, as it acted as a 
‘cultural hub’. That is, the place where participants felt understood, safe, 
supported, connected, unified, as well as educated.
This was also observed in the interviews with participants who were from the 
Christian faith, as the temple represented the Sri Lankan Tamil community 
and connected them to it, regardless of faith. This could possibly be 
explained by the fact that these participants had previously been Hindu and 
had a ‘holistic’, inclusive and non-judgemental view of all religions being 
‘paths to God’.
See Appendix K for a summary of master themes & Appendix L for a sample of 
one transcript with initial coding notes.
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Below, this final master theme will be developed in more detail by taking into 
consideration the four master themes that encompass it.
i. “CULTURE” AS A LENS FOR MENTAL HEALTH
This first master theme concerned how culture was perceived by participants 
as shaping their views, their understanding of and their help-seeking 
behaviour for mental health problems. The Sri Lankan civil war led to 
migration, loss, trauma and reduced social support, which appear to have 
impacted on participants' mental health. This master theme provided insight 
into the impact culture had on mental health for these participants. The 
following issues were raised by participants to various degrees: perceived 
stigma about mental health, limited knowledge and understanding of mental 
health, a limited support network, war and mental health, culture and reduced 
help seeking behaviour. Closer examination of these issues will help illustrate 
how culture has shaped participants perceptions.
Stigma about mental health  -
Most participants in this research spoke about the stigma present in their 
culture and community regarding mental health issues which fuelled 
discrimination within their community. Nimalan stated that:
“ in our culture, mental health is a big disadvantage. You see, when
somebody is suffering from a mental health problem, people look down on 
them as if they were a pathetic animal. ”
As a result of this perceived stigma and discrimination, the majority of 
participants disclosed how this caused people to fear mental health:
“In our community it is difficult to talk openly about mental health problems. 
People are scared to do this as they worry others will not understand or 
accept this.” (Yalini)
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Some participants, such as Kumar, spoke of how this fear and stigma could 
make mental health problems worse:
“....being Asian and ....being mental sick is very difficult, on top of that having 
to deal with this taboo and stigma is even more difficult. This can make the 
problem increase. ”
Limited knowiedge and understanding of mentai health  -
All participants spoke about how little understanding of mental health issues 
there was in their culture and community. This lack of understanding was 
attributed to a lack of interest about mental health issues and the limited 
knowledge about mental health within the community. Rajeev stated that:
“People don’t take much interest in mental health and do not understand. ”
Indeed a number of participants admitted they had not heard of mental health 
problems before accessing the mental health service, or stated that their 
previous understanding of mental health problems was limited. This changed 
for the better after accessing the mental health service:
 I used to think people who have mental problems were people with
excessive drinking, drug problems....but now I understand, it’s alright and 
more w/despreacf." (Bala)
However, Kumar commented that ignorance about mental health was 
prevalent even amongst educated people:
“All your religions, all your friends, who might be very educated about 
psychiatry, even they don’t understand or dismiss it (mental health). ”
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in addition to this, some participants tended to somatise their mental health 
symptoms when trying to make sense of them:
“...When I am very sad or worried I would feel a tightness in my head or face. 
Like when you have a tooth ache. I went and saw a neurologist and had an 
MRI scan. My results were normal, but that problem still exists.” (Yalini)
Following on from this somatisation of symptoms, Kumar acknowledged that 
there was more acceptance of physical health problems than mental health 
problems:
“It’s like if I say to a person I have cancer, that person despite not having 
cancer, will have some insight about cancer. Our people understand physical 
problems ok, but not mental ”
Limited support network  -
All participants spoke about how immigration resulted in separation from 
loved ones and feelings of loss and isolation in the UK. This negatively 
impacted on their mental health:
“When I was in Sri Lanka, I was happy with my parents. Here (in the UK) I 
am alone I only live with my sister...” (Ganesh)
Most participants reported that having less support around them meant they 
had fewer people to talk to and turn to for help regarding mental health 
problems. Yalini explained that:
“Back home (in Sri Lanka) I would tell my friends, but here (in the UK) I don’t 
have any close friends to tell. ”
Furthermore, most participants highlighted that this reduction in support 
network had a profound impact on them due to the importance of family and 
“closeness" in Sri Lankan Tamil culture. It is typical in Sri Lankan Tamil 
culture for individuals (even after marriage) to live with family or in close
195
Research Dossier: Major Research Project
proximity to family so that they can easily receive help and support when 
necessary:
“...you will live somewhere close to your parents and family, so you can 
frequently visit. Only then will you feel comfortable. They (family) will know if 
we’re alright”. (Shanka)
Thus due to this perceived limited support network and the perceived 
disruption to the participants sense of community, the support network and 
the connection to the community appear to have a heightened significance 
for most participants.
War and mental health  -
Most participants spoke about the huge impact the civil war in Sri Lanka had 
on their mental health due to experiences of separation, loss and trauma. 
Some participants also spoke about their experiences of torture and the 
impact that being a refugee and immigrating to the UK had on their mental 
health.
Shanka talked about how the war caused her to separate from loved ones 
which was very painful:
“After coming over here (UK), I had plenty of problems... I could not sleep for 
a long time. My husband was not well and in hospital, my son was still in Sri 
Lanka and my daughters were in India I had no peace. ”
Furthermore most participants spoke about how the war impacted on their 
mental health due to concerns about family, and friends back in Sri Lanka:
“In our community, people also have to worry about family, friends back in Sri 
Lanka. I worry about my brother, my sister, my grandmother. Due to the 
culture, our countries problems. I’m here (UK), I’m alright, but I am thinking 
about family back in Sri Lanka. ” (Bala)
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Some participants talked about experiencing trauma symptoms due to what 
they witnessed in the war:
7 used to hear voices, as though someone was trying to control my mind. 
Sometimes these voices were the voices of friends that had died in the war. 
Other times the voices were the voices of the army (Sri Lankan army). ” 
(Nimalan)
Rajeev spoke openly about the torture he was subjected to:
“  They (Sri Lankan army) electrocuted my tongue, my ears, my private
parts....After coming here (UK), after the electric shocks, I was experiencing 
flashing in my eyes....”
One further issue raised by Bala, related to stress and worry about 
immigration status in the UK:
“Most of the problem here (in the UK), is that our people (Tamil asylum 
seekers) do not have a visa. That’s the main problem. You see without the 
visa, the worry is there about being sent back to Sri Lanka, whether they’ll be 
killed, whether they’ll go to jail....”
These views illustrate the multifaceted way that the war has impacted on 
participants’ mental health.
Culture and reduced help seeking behaviour  -
Most participants perceived that culture impacted on their help seeking 
behaviour for mental health problems. Specifically, most participants spoke 
about how stigma and poor understanding about mental health (and mental 
health services), present in Sri Lankan Tamil culture, contributed to reduced 
help seeking behaviour. When help was sought, it would tend to be for 
physical symptoms, as this was more culturally acceptable. As a result, some 
participants spoke about how these factors made the family’s role in seeking 
help for mental health problems more pivotal.
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Most participants recognised that limited knowledge/understanding of mental 
health problems negatively impacted on their help seeking behaviour for 
mental health problems:
“No I did not go to the GP straight away, as my wife thought that if I were to 
go to the GP, she worried they may make me mad”. (Bala)
Yalini talked about how the fear and stigma of talking about mental health 
problems made seeking help difficult:
“...but we fear to share our worries and problems with people outside the 
family and outside the community. They may not understand.....”
Furthermore, some participants spoke about their limited awareness of 
mental health services and help available. Most participants learned about 
services through contact with a professional “in the know", which was not 
necessarily their GP:
7 did not seek help from anybody. I kept quiet and worried alone. I only 
found out about counselling through the asylum court case. ” (Shanka)
Finally, some participants talked about how family members prompted them 
to seek help from professionals:
“Since Tm staying with my older sister, I told her. She told me to see the 
doctor.” {Ganesh)
This highlights the perceived beneficial role family play in prompting help 
seeking behaviour. Participants perceived this point as particularly significant 
in their community, as the presence of stigma, poor understanding of mental 
health and a limited support network appear to suppress them from seeking 
help for their mental health problems.
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ii. NEGOTIATiNG TWO CULTURES: “WE ALL CAME FROM SRi LANKA, 
IT IS A SEED WHICH HAS BEEN GROWING HERE (UK)”
The second master theme concerned the perceived challenges Sri Lankan 
Tamil participants had to face as a result of immigrating to the UK, 
specifically having to negotiate living with both Sri Lankan and UK cultures. 
This master theme was defined by the following sub-themes: Cultural 
comparisons/differences, importance of acceptance/adjustment to new 
culture, importance of holding onto original culture (including cultural 
transmission), and importance of culture in one’s life.
Cultural comparisons/differences  -
All participants talked about arriving in the UK and being presented with a 
‘new’ culture. This led them to compare Sri Lankan culture to UK culture and 
notice a number of differences. These ‘differences’ were wide ranging and 
included: cuisine, food practices, clothing, marriage practice, religion and 
even human rights law. Ganesh commented on the numerous differences 
between Sri Lankan and UK culture:
“Of course my culture is quite difference from the culture here (UK). Our
culture, compared to here (UK) is more cultured. in everything from the
way we dress onwards, everything is different from local culture (UK). ”
Most participants noticed differences between Sri Lankan and UK culture in 
terms of cuisine and eating behaviour. Both of which were said to be affected 
by differences in lifestyle and climate:
“In terms of food, in the UK people have busy lives, therefore the food they 
eat is more quick and convenient. This is unlike Sri Lanka where there is time 
to cook proper meals. All day people are cooking. It is less busy. ” (Bala)
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Most participants also spoke about how they noticed differences in what 
people wore, but recognised that both culture and climate influenced dress 
code:
“Clothes-wise, like in my own country (Sri Lanka) we don’t wear Jeans and 
things, we wear skirt and blouse, Selva. Here we are wearing Jeans. It’s very 
important because in this country (UK) it’s cold....” (Yalini)
Shanka noticed a significant difference between Sri Lankan and UK culture in 
terms of marriage practice:
"... Our marriage is completely different... I myself had a proposed marriage. 
Here (in the UK) you can fall in love and have a boyfriend. Not there (in Sri 
Lanka), it’s a problem. ”
Some participants observed differences in relationships, commenting that 
families in the UK do not appear to be as family-oriented and “close” as in Sri 
Lanka:
“You see in our culture when you get married, you stay with your husband 
until the end. Also, all the time you wiil be thinking about your family.
Typically family live together. Here (in the UK) families don’t seem to be so 
close "(Shanka)
Furthermore Nimalan commented on the difference in the importance of 
religion in people’s lives:
“In Tamil culture there is a strong belief in God. Religion is important. Even
here (in UK) we practice our religion I don’t think these things are
important for people in the UK. ”
Finally, Bala commented on how different the UK was in terms of respecting 
human rights:
“Here (in the UK), is a country where human beings respect human rights. 
Men respect men. In Sri Lanka there is no respect for human life. ”
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Importance of acceptance/adjustment to 'new’ culture (UK) -
On being presented with a ‘new’ culture in the UK, the majority of participants 
talked about the importance of accepting and adjusting to UK culture. This 
was partly due to the acknowledgement that not all parts of Sri Lankan 
culture could be followed in the UK. Yalini therefore spoke about being 
flexible with culture:
“....Certain parts of it can be followed, but certain things we are unable to 
follow because of this country (UK), we have to adjust ourselves. Whenever it 
is necessary you can adjust yourseif and go accordingly. ”
Yalini also spoke about the importance of her child learning:
“...both cultures, the local culture and home culture. Only then will he be able 
to adjust and live in this culture (UK). ”
With regards to marriage practice and relationships prior to marriage, Shanka 
accepted UK practices and could see the advantages of them:
“....As far as this country is concerned, it’s OK. I’m not saying it’s wrong. 
Because young people are allowed to have boyfriends/girlfriends, I think their 
minds are dearer. They will not have much tension, worry, things iike that.”
In terms of food, Kumar spoke about having to adjust to whatever food was 
available around them:
“First of ail, at that time I was a vegetarian. There wasn’t many choices of 
food. It was difficult...as there were not the vegetables that we were used to, 
available. So you had to adapt a lot back then. ”
Similarly some participants talked about the importance of adjusting to the 
UK customs for practical reasons:
“....Here (UK) we are wearing Jeans. It’s very important because we have
to do lots of travelling and work, it is more comfortable and safer.” (Yalini)
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Importance of holding onto original culture and cultural 
transmission  -
In addition to acceptance/adjustment to UK culture, participants also talked 
about balancing this with their original culture, and transmitting it to future 
generations. There seemed to be fear present about losing one’s original 
culture all together, which appeared to motivate participants to maintain as 
much Sri Lankan Tamil culture in the UK, as possible.
Nimalan spoke about balancing positive aspects of Sri Lankan culture with 
positive aspects of other cultures:
“This is a race identity. I think the Tamil culture should be continuously 
followed. It is a good thing. At the same time, it is also good to include good 
things from other cultures. ”
However most participants talked about being fearful of losing their original 
Sri Lankan, Tamil culture:
“You see if you have not followed our culture, what will happen after coming 
over here (the UK), they (our children) will follow the various cultures here (in 
the UK). Our culture may Just disappear.....” (Bala)
This fear of losing Sri Lankan Tamil culture is a rational fear for Sri Lankan 
Tamils due to historical experiences of oppression and marginalisation in Sri 
Lanka. As a result of this fear, most participants talked about the importance 
of teaching their culture and traditions to the next generation. Bala 
specifically talked about using the temple as a means of achieving this:
“You see, we ail came from Sri Lanka, it is a seed which has been growing in 
here (the UK). The children are growing up... we have to be very careful and 
look after our culture. Since there are temples around, our parents bring them 
along and try to teach them Hindu culture. ”
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Therefore it appears that the temple was perceived as a ‘cultural hub’ that 
facilitated a connection to the Sri Lankan Tamil culture, in addition to 
preserving and promoting culture through education.
Importance of culture in one’s life  -
Arun acknowledged that the 25 year Sri Lankan civil war was fought on the 
basis of cultural differences between the majority Singhalese community and 
the minority Tamil community:
“...on this basis (culture) the problems in our country (Sri Lanka) is going on 
now. On this basis. ”
As a result, the Tamil community are a community who have been forced to 
review how significant culture is in their lives. For participants, moving to the 
UK and being faced with a new culture, once again caused them to review 
how significant culture was to them.
Most participants talked about the central role culture had in their lives:
“A language has a particular culture, normally you will follow that culture, if
you speak that language If you do not do this, it is not worth living as a
human being In my life circle, culture is the main part of it.....” (Arun)
Kumar also spoke about the multifaceted nature of culture:
“Culture is many things -  your traditions with your country, mainly your 
language, your religion...and sometimes your education, according to the 
culture, the background. ”
Yalini specifically commented on how culture acted as a ‘guide’:
“I think cuiture is created to guide us to a certain path....”
203
Research Dossier: Major Research Project
Furthermore, Kumar recognised how culture shaped his view of the world, 
and acted like a lens. He used the caste system (present in Asia) as an 
example to illustrate this point:
“Sometimes certain things, you know culturally view differently.....basically 
that there are sort of rules related to culture, how people view each difference 
from each other. Some people are strong (in their views), some people are 
quite lenient (in their views)...you know. ”
Finally Rajeev perceived culture to provide an identity which unified people 
into a group:
“As a Tamil, when you say culture, it’s a special identification Also when
you say culture, there is complete unity, helping each other in our cuiture. In 
our culture you may sympathise with people within the culture. ”
Therefore when participants' perceived this sense of ‘unity’ and community to 
be disrupted by immigration and the war, they turned to their culture more, to 
guide them and unify them in an unfamiliar country and culture (UK).
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iii. RELIGION SUPPORTING THE SELF: “IT IS A DIFFERENT FORM OF 
THERAPY”
The third master theme concerned how participants perceived the 
importance of religion in their lives. Specifically participants spoke about 
religion and its supportive role in managing issues such as war, trauma, loss, 
mental health and immigration. For most participants religion seemed to 
provide support, identity, comfort, peace and relaxation. The following issues 
helped define this master theme: Religion being a guide/way of life, religion 
as a way of coping with mental health problems, and religion as important in 
one's life.
Religion being a guide/a way o f life  -
Most participants spoke about how religion was central in their lives as it 
provided them with a guide or a way to live life. Kumar also talked about how 
religion provided a belief in something higher than humanity:
“..../ think religion gives people some set of rules for how to go about life. You
should do this or you shouldn’t do that. At the same time, to think there is
something beyond us, something greater than us, something up there. It can 
be anything, you can call it air, something that we don’t understand. ”
Bala specifically spoke about the importance of following religion as God is 
omnipresent and judges everyone:
“People will know when we do good and when we do bad. People will know. 
That’s what religion gives us. It tells us the right way to conduct life. If we do 
bad, bad things will happen. God is looking, judging us. That’s why we have 
belief. ”
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Religion as a way of coping with mental health problems  -
All participants spoke about the importance of religion in providing support, 
hope and comfort with their mental health problems. The support and coping 
skills religion provided appeared to be particularly significant for two main 
reasons. Firstly, Kumar perceived that the experience of loss/reduction of 
support networks when moving to the UK, meant that support from religion 
became even more vital:
“Yeah I think...some people find inner strength from religion. In those days 
people didn’t have psychologist to taik to, so they would turn to their relatives 
or turn to God and say heip me out.... So I think that gives you sort of strength
and hope I think if someone has a strong faith that will come to mind and
save them. ”
Secondly, some participants stated that the stigma present in the Sri Lankan, 
Tamil community with regards to mental health, meant that talking to people 
was very difficult. As a result they perceived that talking and turning to God 
became more crucial:
“in our culture (Sri Lankan, Tamil), if somebody was mentally ill, all the 
people would Just suppress them. That’s why it’s so hard to tell people and I 
think that’s why people turn to God for support.” (Nimalan)
Most participants explicitly talked about how religion provided them with 
strength, hope and faith in God, which allowed them to relax and cope with 
problems (including mental health problems):
“Religion allows our mind to relax, after speaking to God. You see when we 
pray, normally we cry, and the weight of our problems is lessened....God is 
the one who created me and God is the one that can cure me...” (Nimalan)
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Some participants predominantly spoke about how religion helped them cope 
with distressing experiences of war and trauma:
“At that time (1980’s) I have seen many violent atrocities, scenes of people 
dying and so on...Every time this violence occurs I pray to Mary. Whenever I 
am disturbed in my mind, I just pray....Religion helps to create a healthy 
mind.” {Rajeev)
Kumar even commented on how religion is akin to a form of therapy:
7 think religion is praying, yoga. I think different aspects of religion can come 
into play with psychiatry. It can open other ways of doing things you see. You 
can say it (religion) is a different form of therapy. It can be beneficial... maybe 
some tablets alone or psychotherapy alone won’t be able to help.... to that 
extent....”
Religion as important in one’s life  -
Most participants talked about how religion was a significant part of their 
lives, culture and identity:
“....I will never change religion. That’s my identity, I don’t want to lose 
that.....It (religion) moulds you into a person I think.” (Kumar)
Following on from this, Bala spoke about how religion not only “moulds you”, 
but provided meaning to life and explained the world:
“....In some places there is no rain, in other places there is flooding. In some 
places there is poverty.... but in other places food is so abundant, it is being 
thrown away. Why does this happen?... That is Rama. That is all God’s
play..... We are all God’s children all these questions are answered by the
presence of God. ”
Like culture, religion has a powerful role. It is perceived to provide an identity, 
unify people, and provides a connection to both culture and the community.
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iv. THE NEED FOR CULTURALLY SENSITIVE SERVICES
The fourth master theme concerned the perceived need for mental health 
services, specifically services which were culturally sensitive to the 
community's needs. Participants spoke about a number of issues: Demand 
for services, the importance of being understood, service location and 
religious benefits, and increased engagement with services.
Demand for services  -
All participants spoke about the huge demand within the community for help 
and support for mental health problems:
“It (service at the temple) should be conducted continuously. Many people 
have....mental problems, especially people from Sri Lanka. Many of them 
have lost their children, family. In front of their eyes they have been shot. ” 
(Shanka)
Following on from this, Yalini said there was a need to talk but that stigma in 
the community about mental health meant that opening up and 'talking' was 
difficult to do. The mental health service in the temple was perceived to have 
fulfilled this need to talk:
“For instance if you’ve got a problem you’ve got to share it, if you don’t it’ll 
keep disturbing you and you’ll keep thinking about it. The problem will get 
bigger and you will get sad and depressed....Here (at the service) we can 
come over here and share with people openly, but we fear to share outside 
the family and outside the community.....”
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However, Kumar expressed his frustration with some professionals focussing 
too heavily on the medical model. He experienced limited access to 
psychological therapies despite his interest and willingness to try alternative 
treatments:
“For a long time I didn’t have therapy offered to me....I was always offered 
medication. Even now if I go to the GP and tell them the medication is not 
helping, they ask what’s wrong with what I have given you. Let’s try another 
one. He is not opening up and saying there is some other thing you can try.”
This highlights the perceived unmet, unheard need within the Sri Lankan 
Tamil community for psychological support.
The importance of being understood  -
All participants commented on the importance of being understood and how 
matching of therapist and client in terms of ethnicity and language helped to 
facilitate this sense of being understood:
7 thought definitely there must be Tamil therapist’s here (at the 
service)...First, language means they can communicate with us and us with 
them. Second, they will understand our Tamil culture....The therapist created 
a good atmosphere... I think people understand me better here (at the temple 
service) than at the resource centre.” (Nimalan)
Furthermore, Kumar perceived the matching of therapist to client in terms of 
ethnicity and language as important for building trust and good rapport:
“.....Say you’re a Tamil, I can better express myself how really I am feeling. 
Or that person (Tamil therapist) can bring it out, using that language or 
whatever, or because you are from the same country. There will be good 
rapport. When you get on you will begin to trust, otherwise you begin to hide 
things. When you hide things it is difficult to treat.”
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In addition, some participants talked about how group therapy, specifically for 
the Tamil community was successful as it was facilitated by good 
communication and a shared understanding of one another:
“The other good thing is that because everyone is Tamil, people are able to 
understand and know the background, culture, history. I can speak English a 
little, but for other people, they would not be able to express themselves in 
the same way. Also if there are non-Tamii people present, they may not 
understand us (Tamils) completely.” (Arun)
Nimalan also stated that the Tamil group setting was beneficial as it helped to 
normalise people’s experiences:
“Also most people who attend the group here (at the temple) have come 
from the war situation in Sri Lanka. This is important. Here (at the temple) 
when I talk about my mental health problems...People are thinking that that 
person is Tamil, from a similar background and is having problems like 
me...They will also be tempted to talk openly.”
Service location and religious benefits  -
Most participants talked about the importance of having the mental health 
service in the temple due to the religious benefits of the location compared to 
other community settings, such as a hospital. Specifically participants spoke 
about the temple location being positive due to feelings of peace and safety;
“By having it (the mental health service) in a temple, God is there. If you go 
to the hospital they’ll just prescribe the tablets. The temple is peaceful and a 
silent place. It feels more safe than a hospital.” (Ganesh)
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Similarly Rajeev commented on how the service being based within a temple 
meant that temple attendees would only come with good will:
“It is a very good thing to have the service here (in the temple)... They (temple 
attendees) will come inside with love. So it is a good thing. Also people who 
come to this sort of place (the temple) will come with good thoughts....”
Furthermore, Bala stated that having the mental health service in the temple 
facilitated openness and increased the chances of recovering from mental 
health problems, due to God’s presence and power in the temple itself:
“ Here (the temple).... There is more power now. We are God’s children.
God’s children should be cured by God..... You (the mental health service) are 
carrying out God’s work here (in the temple) and God will be happy...There is 
not much power in a hospital....”
Service iocation and increased engagement: “It’s iike with one 
stone you get two outcomes” -
Almost all participants spoke about the benefit of having the mental health 
service based within the temple due to increased engagement with services. 
Participants specifically commented that engagement was facilitated by: the 
location being part of their routine/life, confidential, not associated with 
stigma, and provided them with an opportunity to connect with the 
community.
Most participants spoke about the temple location being free from stigma:
“One thing I thought was that people may recognise me if I went to the 
hospital and think something was wrong with me. I don’t like this, but here (at 
the temple) if someone were to see me or ask where I was going I could just 
say I’m going to the temple. It would be OK.” (Yalini)
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Nimalan also commented on the importance of the temple location as it 
provided confidentiality:
"... The bad thing about a hospital is that people will think I am sick if I go 
there. This is a big advantage to having the service in the temple, as people 
will not think you’re going because you’re sick. This is important as people 
can be very nosy. It is important to have confidentiality. ”
Some participants commented on how having the mental health service in 
the temple provided them with a connection to the Tamil community. This 
appeared to be particularly significant for them as this sense of 'community' 
was threatened due to the civil war and immigration to the UK. Kumar stated 
this sense of 'connection' was not possible in a hospital setting:
“In the temple there is room to open up and for friendships. Cos I think there 
are people who come here who will connect, talk on the telephone and stay 
in contact even after the group. If it is a hospital setting, you walk in walk out. 
That’s the end of the story... it’s more clinical.”
Furthermore, some participants spoke about how having the mental health 
service in the temple made it easier to attend and engage with services as 
the temple was already familiar and part of their life/routine:
“Again, people will come here (the temple) to pray and after praying you will 
have this (the mental health service). There is more chance of our people 
attending the service as they can go straight from praying to use the service. 
It’s more interlinked. ” (Kumar)
“My wife goes to the temple too. It’s like with one stone you get two 
outcomes. My wife goes to the temple to pray. I go to the temple for therapy.” 
(Bala)
These findings strongly suggest that participants perceived the housing of the 
mental health service in the temple allowed their mental health needs to be 
better met by also meeting their cultural, religious and community needs.
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5. DISCUSSION
This research set out to explore the perceptions of Sri Lankan Tamil clients 
accessing a mental health service in a Hindu temple. The analysis of the data 
identified one final master theme. The final master theme described how the 
temple was perceived by participants as the connection between culture, 
community and the self. This link was the umbrella term for four master 
themes: “culture” as a lens for mental health, negotiating two cultures, 
religion supporting the self and the need for culturally sensitive services.
In the following discussion these findings will be considered in addition to the 
limitations and implications for clinical practice and future research.
A. THE TEMPLE AS THE CONNECTION BETWEEN CULTURE, 
COMMUNITY AND THE SELF
For all participants in this research, moving to the UK, an unfamiliar country 
and culture, away from known support networks, was described as a very 
stressful experience. In addition participants’ experiences of war and mental 
health problems caused them to seek out their culture and a community 
connection. The temple and its housing of mental health services was 
perceived as vital to the community, as it was the place where participants 
felt understood, safe, supported, connected, unified, as well as educated.
This was also observed in the interviews with participants who were from the 
Christian faith.
This final master theme fits with previous research which showed that 
refugees and asylum seekers experience a reduction in social support when 
moving to the country of refuge/asylum (Tribe, 2002), which has an impact on 
mental health (eg. Lakey & Cronin, 2008; Brewin et al. 2000; Procidano, 
1992). As a result, seeking out religion provided both a connection with God, 
as well as a means of increasing one’s social support network (Koenig & 
Larson, 2001). Most importantly for the Sri Lankan Tamil participants
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interviewed, this religious involvement with the Hindu temple provided a 
connection to the wider Sri Lankan Tamil community and culture. This was 
particularly significant for them bearing in mind the historical context of the 
Sri Lankan civil war (where freedom of religion and Tamil culture were 
allegedly suppressed), and the fact they were adjusting to life in an unfamiliar 
country and culture (the UK). The temple therefore appeared to have two 
powerful functions: firstly it represented a ‘secure base' for participants, and 
secondly it connected participants to their social identity. These notions will 
be discussed below.
The notion that the temple represented a secure base (Bowlby, 1988) is 
supported by participants' descriptions of the temple as a place where they 
felt safe and had their needs met. This can be related to attachment theory, 
as according to Bowlby (1973; as cited in Van Ecke, 2005), attachment 
theory does not only apply to people, but also extends to environment: ‘place 
attachment' (Giuliani, 2003). From research on place attachment, “significant 
places'' provide stability and security (Brown & Perkins, 1992) and act as an 
“anchor” (Marcus, 1992). Mazumdar and Mazumdar (2004) stated how 
religion has the ability to foster place attachment. Sacred structures (like a 
temple) are places of prayer, meditation and education which nurture 
religious ideals, spirituality and a sense of community (Mazumdar & 
Mazumdar, 2004).
A sacred place therefore has the ability to link a dispersed community in a 
collective bond and citizenship (Mazumdar & Mazumdar, 2004). Mazumdar 
and Mazumdar (2009a; 2009b) found that this ‘community connection' was 
particularly significant amongst immigrant communities. For example in 
studies of immigrant Hindu communities in Southern California, they showed 
how the temple acted as an anchor for community formation in a foreign land, 
The idea that ‘community' has a spatial component has been further 
supported in previous research (eg. Mazumdar & Mazumdar, 2000; Orum & 
Chen, 2003; Molotch et al. 2000).
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Having considered the literature on place attachment, it is important to be 
aware of the limitations in this field of research. Key limitations include the 
lack of theory present in place attachment research and the fact that the 
literature neglected to understand the processes through which people 
become attached to places (Lewicka, 2011). Furthermore, with regards to 
this research, place attachment was not empirically measured with 
participants and therefore needs further examination.
Moving on to the second notion, that the temple connected participants to 
their social/ethnic identity, is supported by the place-identity and social 
identity theory literature. These areas will now be reviewed in relation to the 
findings. Place-identity is an “individual’s incorporation of place into the large 
concept of self (Hauge, 2007). Places can act as a social category providing 
identity in its own right (eg. “I’m a Northerner”) but can also act as a “trigger” 
for identities to emerge (Hauge, 2007). For participants, the latter seems to 
be the case, as the temple triggered a specific social/ethnic identity: “I’m a Sri 
Lankan Tamil” (ie. identification with culture of origin). This is possible as 
places “embody social symbols, and are invested with meaning and 
significance” (Hauge, 2007).
When considering the social identity literature, the findings relate well to 
Social Identity Theory (SIT; Tajfel, 1978; Tajfel & Turner, 1979) and its more 
recent expansion. Self Categorisation Theory (SOT; Turner et al. 1987). 
These theories have highlighted the importance of social identity for 
individuals and the effects it has on self-esteem and inter/intra group 
cognitions and behaviours. As group memberships are particularly salient 
under distressing circumstances, ethnic identity may be especially important 
when individuals sense of safety and security has been undermined 
(Freeman, 2003; Muldoon etal. 2007). This could be translated to the 
experiences of Sri Lankan Tamil participants and could explain why their 
ethnic identity was so important for them.
A study which examined social identity, specifically ‘ethnic identity’ amongst 
immigrant groups (including Sri Lankans) showed that the main predictors of
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ethnie identity included immigrants’ ability to speak English and the degree 
of cultural difference between the immigrants’ ethnic background and the 
host country (Nesdale & Mak, 2003). This is supported by the current 
research as Sri Lankan Tamil participants embraced their ethnic identity and 
were mainly non-English speaking, and noticed numerous differences 
between Sri Lankan and UK cultures. Also, according to SCT, categorisation 
depends on both ‘accessibility’ and ‘fit’ (Hornsley, 2008). Therefore it is 
possible that participant ethnic identity was easily accessed/activated when 
they were at the temple, and that participants’ perceived a high level of fit 
(‘comparative fit’). This then resulted in increased inter-category differences 
(ie. between British and Sri Lankan identity) and minimised intra-category 
differences (ie. between Sri Lankan Tamils).
Furthermore, as predicted by SIT (Tajfel, 1978; Tajfel & Turner, 1979) 
Nesdale and Mak (2003) showed that ethnic self-esteem (ie. group-based 
self-esteem) was predicted by ethnic identification. Therefore it is possible 
that Sri Lankan Tamil participants strongly maintained their social identity to 
enhance their “ethnic self-esteem”. Bearing in mind the Sri Lankan civil war, 
this enhancement of ethnic self-esteem is understandably significant for Sri 
Lankan Tamil participants.
Although the notion that the temple connected participants to their social 
identity is credible, it is important to note that social identity theories have 
paid little attention to the social identity of immigrants and the literature on 
ethnicity (Nesdale & Mak, 2003). Therefore the application of SIT and SCT to 
Sri Lankan Tamil participants needs to be done cautiously and warrants 
further study. The literature relating to the four master themes will now be 
reviewed in turn.
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I. “CULTURE” AS A LENS FOR MENTAL HEALTH
The first master theme concerned how culture was perceived by participants 
as shaping their views, their understanding of and their help seeking 
behaviour for mental health problems.
Participants revealed the multifaceted way that the Sri Lankan civil war had 
become part of their cultural history and impacted on their mental health due 
to experiences of separation, loss, trauma, torture and immigration to the UK 
as a refugee/asylum seeker. In particular, a reduction in social support 
appeared to have a profound impact on participants’ mental health and help 
seeking behaviour due to the importance of family and “closeness” within the 
Sri Lankan Tamil community. This finding further supports previous research 
which demonstrates the relationship between social support and mental 
health outcomes (eg. Lakey & Cronin, 2008; Brewin etal. 2000; Procidano, 
1992).
In addition to this, the findings support previous research about culture and 
mental health, such as how culture influences the conceptualisation, 
recognition and reporting of mental health, as well as help seeking behaviour. 
Firstly, similar to many Asian communities (Farooq etal. 1995), some Sri 
Lankan Tamil participants reported a tendency to somatise (Kleinman, 1982) 
their mental health symptoms and seek ‘medical’ help for their mental health 
problems (eg. have an MRI scan for anxiety symptoms). This was most likely 
due to the limited knowledge/understanding about mental health present 
within the Sri Lankan Tamil community, which resulted in participants’ EMs of 
mental health being heavily reliant on the medical model (Anand & Cochrane, 
2005).
The Sri Lankan Tamil community, like many other ethnic minority 
communities tend to only seek help for mental health problems when they 
are very severe, which can result in an aversive pathway into mental health 
services (lAPT Diversity BUTS Programme, 2009; DoH, 2003b). This 
highlights the importance of educating ethnic minority communities about
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mental health problems so that they are better able to understand and 
recognise difficulties early on.
Secondly, the findings support previous research which has shown the 
powerful effects that stigma, and a limited understanding about mental health 
problems/services can have on MSB (Silove etal. 1999) and coping 
behaviour (Cinnirella & Loewenthal, 1999). Specifically, Sri Lankan Tamil 
participants talked about how the fear, created by stigma in the community, 
meant talking and seeking help for mental health problems was very 
challenging. This is similar to the findings from the Tamil participants in the 
lAPT Diversity BUTTS Programme (2009). However, even if participants 
wanted to seek help, some talked about their limited awareness of services 
further delaying HSB.
These findings illustrate the complex role that culture has in shaping 
participants’ understanding of mental health and HSB. Furthermore, it shows 
how culture influences social support and contributes to the stigmatisation of 
mental health. All these factors contribute to poor engagement with services, 
which strongly supports calls to increase awareness about mental health in 
the Sri Lankan Tamil population. Positively, this recommendation echoes one 
of the key recommendations from the lAPT Diversity BUTTS Report (2009) 
for the Tamil community.
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il. NEGOTIATING TWO CULTURES: “WE ALL CAME FROM SRI LANKA, 
IT IS A SEED WHICH HAS BEEN GROWING HERE (UK)”
The second nnaster theme concerned the perceived challenges Sri Lankan 
Tamils had to face as a result of immigrating to the UK. In particular having to 
negotiate living with both Sri Lankan and UK cultures.
This theme further supports the acculturation literature as participants talked 
about wanting to balance the cultural beliefs, values and practices of Sri 
Lankan culture, whilst adopting new ones from the UK culture. This fits with 
Berry’s ‘integrative’ strategy which has been shown to be the ‘least stressful’ 
on various measures of mental health (Berry, 2005). Participants seemed to 
understand the importance of adapting to UK life, particularly for future 
generations to succeed. However, participants strongly voiced the 
importance of holding onto Sri Lankan Tamil culture and feared losing it in 
the UK. This is understandable considering the roots of this fear were 
realised during the Sri Lankan civil war. Therefore ‘adapting’ was not always 
an easy process and required constant negotiation.
This finding highlights the importance of connecting with one’s culture and 
the community in order to nurture and transmit Sri Lankan Tamil cultural 
beliefs, values, and practices for the current community and for future 
generations. Participants perceived the temple as facilitating this ‘connection’ 
with their culture and community.
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iii. RELIGION SUPPORTING THE SELF: “IT IS A DIFFERENT FORM OF 
THERAPY”
The third master theme concerned how participants perceived the 
importance of religion in their lives. Specifically participants spoke about 
religion and its supportive role in managing issues such as war, trauma, loss, 
mental health and immigration. For most participants religion seemed to 
provide support, identity, comfort, peace and relaxation. The support and 
coping skills religion provided appeared to be particularly significant for Sri 
Lankan Tamil participants due to the loss/reduction of support networks and 
stigma about mental health present in the community.
This theme supports previous research about the positive relationship 
between religion and mental health (eg. Koenig & Larson, 2001; Gartner et 
al. 1991; Hackney & Sanders, 2003; Loewenthal, 2006). Furthermore, it 
supports previous research which has demonstrated that this positive 
relationship is achieved via the mechanisms of social support (Myers, 1993; 
George, 1992; Ellison & George, 1994) and cognition (Banzinger etal. 2008; 
Francis etal. 2008; Maltby etal. 2008; Loewenthal, 2006). Specifically, 
participants talked about how religion unified them and allowed them to gain 
social support by facilitating connections with other people from their culture 
and community. Additionally, participants talked about how their faith 
provided them with strength, hope and a fundamental coping strategy: 
prayer. This further supports previous research which has shown the 
importance of prayer in religious coping (Banzinger et al. 2008), and the 
powerful effects that prayer has on psychological health (Francis et al. 2008) 
and subjective well-being (Maltby et al. 2008).
Religion therefore appeared to have two core functions for participants: firstly 
God provided support and is experienced as a secure base, and secondly 
religion/God connected participants to their personal identity. These functions 
of religion will now be discussed. The notion that God can be experienced as 
a secure base is supported by previous research (eg. Kirkpatrick, 1992). 
Therefore when participants were torn away from their familiar culture,
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support structures and communities (due to the Sri Lankan civil war), they 
sought a secure base/attachment figure in the UK from God. This again 
parallels with attachment theory which posits that the attachment system is 
strongly activated when human attachment figures are unavailable and in 
times of distress (Bowlby, 1988). This was supported by Kirkpatrick and 
Shavers' (1990) research with soldiers, who turned to God when they were 
under extreme stress and away from support networks.
In secure human attachment, the attachment figure is present as a secure 
base that allows the individual to explore his/her environment with confidence 
and without anxiety. Similarly, devoted religious faith is also linked with lower 
levels of anxiety (Baker & Gorsuch, 1982). Therefore just as a child 
experiences his mother as a secure base, so too do religious individuals 
experience God as a secure base and gain self-confidence from God.
Furthermore, when examining prayer, parallels between human attachment 
and religious attachment can be made. When a child, uses their mother as a 
secure base to explore the world, they actively use ‘social referencing’ 
(Campos & Sternberg, 1981) to check from time to time whether the contact 
between the two of them is still present. In a similar way, prayer can be 
understood as the devotees call to make sure that God as a secure base is 
sufficiently near and available. This has been termed ‘God referencing’ 
(Kirkpatrick, 1992).
This shows how this research can be related to previous research in the 
psychology of religion. However it is important to be aware that this 
relationship between attachment theory and the psychology of religion was 
not empirically tested with participants, therefore requires further research.
Moving onto the second notion that religion/God connects participants to their 
personal identity (ie. “I’m a Hindu”) is supported by the literature on religious 
identity. Individuals who are religious share common beliefs and perceive 
their group membership as central to their self-concept, resulting in a sense 
of personal or collective self-esteem from that membership (Ysseldyk et al.
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2010) and a strong bond with other group members (Cameron, 2004). 
Religious identity may have heightened significance compared to other social 
identities due to its unique characteristics (eg. compelling affective 
experiences and a moral authority; Ysseldyk et al. 2010).
Religion has been thought to be particularly salient for immigrant groups who 
migrate, as they are faced with the existential questions of: “Who am I?” 
(Hirschman, 2004). The role of religion for immigrant communities was 
acknowledged in Herberg and Handlin’s model (as cited in Hirschman, 2004) 
which highlighted the benefits of religion (eg. cultural continuity and 
psychological benefits) following the trauma of immigration. Religious identity 
can be viewed at both the individual and group level. In the current research, 
participants primarily talked about their individual relationship with God and 
religion providing a personal identity. As a result, the identity theory literature 
will be focussed on here.
Identity theories aim to explain an individual's role-related behaviour (eg. 
Stryker, 1968) and terms the multiple parts of self as ‘role identities’. Religion 
(eg. being a Hindu) would be viewed as a self-conception that participants 
applied to themselves and provided them with meaning (Hogg et al. 1995). 
Identity theories acknowledge that some identities have more relevance than 
others, and are at the top of a ‘hierarchy’ (Hogg et al. 1995). Role identities at 
the top are more likely to be salient in certain situations, and are more self­
defining than those near the bottom.
It is possible that for Sri Lankan Tamil participants, religious identity was 
salient as other identities (eg. job role and family roles) had been ‘lost’ due to 
immigration to the UK. Salience of a particular identity (eg. religion) is defined 
“by the extent to which important others are judged to want the person to 
occupy a particular role position” (Hogg et al. 1995). It is possible that for Sri 
Lankan Tamil participants, religious identity was “judged” as being valued by 
others in the community and culture, and therefore was very salient to them.
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Although there is evidence for links to religious identity, it is important to 
acknowledge that participants' religious identity was not empirically 
measured, therefore any claims must be made tentatively. Despite this, the 
finding that religion played a crucial role in Sri Lankan Tamil participants’ 
lives and influenced the coping strategies adopted to manage mental health 
problems, echoes the findings from all four communities addressed in the 
lAPT Diversity BUTT Programme (2009). While culture was a larger theme 
than religion, this could possibly be explained by the way culture connected 
participants to their social identity and community, which inherently involved 
more “overt” behaviours, whereas religion connected participants to their 
personal identity and private relationship with God, which involved more 
“covert” behaviours.
These findings therefore highlight the importance of acknowledging religion 
and how it is intertwined with culture, and influences participants’ coping and 
HSB for mental health problems. An ESS/CSS for Sri Lankan Tamil clients 
must therefore be aware of the relationship between religion and mental 
health and the specific religious beliefs of the client group in order to fully 
understand them. Only then will a service be able to demonstrate cultural 
sensitivity, increase engagement, and ultimately promote recovery.
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iv. THE NEED FOR CULTURALLY SENSITIVE SERVICES
The fourth master theme concerned the perceived need for mental health 
services, specifically services which were culturally sensitive to the Sri 
Lankan Tamil community’s needs.
Findings showed that participants were desperate for help with their mental 
health problems, but wanted support/services that provided them with a 
space to talk and be fully understood. For participants, this sense of ‘being 
understood’ was achieved through acknowledgment of their cultural identity 
and cultural needs. Providing a service which matched therapist to client in 
terms of ethnicity and language was viewed as a key part of ‘being 
understood’ and helped to build trust and rapport. This supports a recent 
meta-analysis which showed that clients preferred a therapist of the same 
ethnicity (Cabral & Smith, 2011).
Additionally, providing services within the temple location also facilitated 
participants’ sense of ‘being understood’, and importantly meant that services 
were easier to engage with as temple attendance was already a 
familiar/routine part of their lives. As a result, participants could fulfil both 
their religious needs and therapy needs, which Bala succinctly stated was 
“like with one stone you get two outcomes”.
Furthermore, provision of the mental health service in the temple aided 
engagement as it was perceived as a less stigmatising location, more 
confidential and facilitated a connection to the community. The latter point 
has been repeatedly mentioned throughout this research to emphasise the 
significance of a connection to the community for participants. Importantly 
this sense of ‘connection’ was not perceived as possible in a hospital setting. 
These culturally sensitive features of the service are in line with previously 
stated criteria for ESS/CSS (eg. Andersen et al. 2003; Tackeuchi et al. 1995).
One unique finding was how participants perceived housing the mental 
health service in the temple location to have religious benefits. Specifically 
participants spoke about the temple location being beneficial due to the
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following characteristics: instilling feelings of peace and safety, temple 
attendees coming with good will, and the increased chance of recovering 
from mental health problems due to God’s presence and power in the temple 
itself. This fits with the Hindu belief that the temple functions as a link 
between God and man, and is the place where God appears to man (Michell, 
1977). These ‘religious benefits’ were not perceived to be present in a 
hospital setting. This finding suggests that housing services in another 
community location (eg. community centre) would still not have the same 
‘religious benefits’ and meaning as housing the service in the temple.
It is important to note that despite the researcher’s efforts to encourage 
participants to give ‘balanced’ feedback about the service at the temple, 
results indicated an overly positive opinion. This could possibly be explained 
by participants’ experiences in Sri Lanka of being marginalised and 
discriminated against due to their ethnicity, causing them to express gratitude 
to a service which values and recognises their specific ethnic and cultural 
background.
Overall, the housing of mental health services in the temple allowed 
participants mental health needs to be better met by also meeting their 
cultural, religious and community needs. This ultimately increased MSB and 
engagement with services, which supports previous outcome research about 
ESS/CSS (Griner & Smith, 2006).
Despite the limited research present on the applicability of MSB theories to 
ethnic minority groups, such as Sri Lankan Tamils, the findings of this 
research can be related back to MSB theories. Firstly it is possible that 
housing the mental health service in a temple, changed clients’ attitudes and 
the subjective norm (ie. the community’s beliefs) about seeking help for 
mental health problems, by increasing awareness and reducing stigma (TRA; 
Ajzen & Fishbein, 1980; Fishbein & Ajzen, 1975).
Furthermore, in line with TPB (Ajzen, 1985, 1991), having services in the 
temple may have increased participants’ confidence/control in seeking help
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for their mental health problem as it was a familiar place that was connected 
to their community. When considering the HBM (Rosenstock, 1966), it is 
possible that by having the mental health service in the temple and using the 
Tamil medium for materials and therapy, increased peoples' awareness of 
mental health and services. This may have subsequently increased the 
perceived benefits of seeking help and reduced the barriers to accessing 
services. Similarly, the SBM (Andersen, 1968; Andersen & Newman, 1973) 
could explain participants’ engagement with services, by stating that 
provision of services in the temple increased participants’ ‘enabling’ factors. 
That is, having the service in the temple increased awareness of mental 
health services and increased accessibility.
Although MSB theories can potentially be applied to the findings of this 
research, it is important to acknowledge that these theories need to be 
empirically tested before generalisations are made.
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V. Limitations of research
Firstly it is important to acknowledge that this research does not generalise to 
all Sri Lankan Tamil refugees/asylum seekers. This is because the research 
was based on the experiences of eight participants, which were formed within 
the context of two therapists providing group CBT in one temple in South 
London.
A second issue is the debate about the ‘insider/outsider’ perspective in cross- 
cultural research (Liamputtong, 2010). That is, the debate about the status of 
cross-cultural researchers themselves. For this research, the researcher was 
of Sri Lankan Tamil origin and could understand Tamil, but was brought up in 
the UK. As a result the researcher can be viewed as having both an ‘insider’ 
perspective and an ‘indigenous outsider’ perspective (Liamputtong, 2010). 
The insider perspective means that the researcher shares similar social, 
cultural and linguistic characteristics with the research participants 
(Liamputtong, 2010). Whereas an indigenous outsider refers to researchers 
‘who share the same racial group as the participants but who have a different 
ethnicity, or linguistic and other social and cultural backgrounds’
(Liamputtong, 2010, p. 121). In this research it can be argued that the 
researcher had the same cultural and linguistic background to the 
participants, but had a different social background.
The insider perspective has been recommended (eg. Rakhit, 1998; Smith, 
1999; Brayboy & Deyhle, 2000) and has many advantages such as:
- reducing cultural and linguistic barriers,
- providing a more sensitive and responsive manner than “outsider” 
researchers (Bishop, 2008),
- allowing the ability to ask more meaningful questions and read non­
verbal cues (Merriam etal. 2001),
- promoting trust (Coloma, 2008),
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- and providing easier access to participants (eg. Andersen, 1993;
Smith, 1999; Dunbar et al. 2002).
The first and last two points were particularly apparent in this research. 
However despite the numerous advantages of the insider perspective, one of 
the key criticisms is that the researcher may be biased and ‘too close to the 
culture to ask critical questions’ (Bishop, 2008). Furthermore, being an 
insider may result in the researcher overlooking certain issues or not 
scrutinising them closely (Banks, 1998).
These are valid points for this research, but were counterbalanced by the 
researcher having the benefits of an indigenous outsider perspective. 
Specifically, not being perceived 100% as an insider may have allowed the 
researcher to be more ‘objective’ in the research process (Liamputtong,
2010). However, one major challenge of having an indigenous outsider 
perspective is that participants may not fully trust the researcher and may be 
suspicious of the research and how it will be used (Liamputtong, 2010). 
Although this latter issue did not become apparent in this research, the 
researcher was able to acknowledge the advantages and disadvantages of 
having both an insider and indigenous outsider perspective, by adopting a 
reflective approach throughout the research process.
A further concern recognised here was the use of an interpreter in seven out 
of the eight interviews. Although the interpreter was only used to interpret the 
researcher’s questions and prompts, it is still important to acknowledge that 
concepts cannot always be translated across languages and cultures (Hsin- 
Chun Tsai etal. 2008; Lange, 2002; Hennink, 2008). Language translation is 
not a simple linguistic exercise, as cultural and contextual interpretations also 
have key roles (Liamputtong, 2010). Challenges of using an interpreter were 
minimised by the researcher following current recommendations on using an 
interpreter (see ‘use of an interpreter’).
Closely linked to the issue of conducting cross-cultural research with 
participants in their native language, is the issue of presenting findings in
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another language. Although in this research, the researcher presented the 
findings and implications of the research to participants in written Tamil, the 
majority of the researcher's dissemination channels (eg. doctoral thesis, 
journals) were published in English. This therefore required the researcher to 
make translation-related decisions which could have an impact on the quality 
and accuracy of the writing (Birbili, 2000). This issue was minimised by the 
researcher and the interpreter belonging to the same ethnic and cultural 
group as the participants. As a result they had a ‘proficient understanding of 
language' and ‘an “intimate” knowledge of the culture’ (Liamputtong, 2010).
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vi. Clinical implications
The research findings highlight the need for mental health services which are 
culturally sensitive/ethnic specific in order to engage non-English speaking 
ethnic minority communities who are struggling to access mainstream 
services. In particular the findings demonstrate the importance of:
- collaborating with ethnic minority communities and faith groups,
- the location of the mental health service,
- bi-lingual professionals (as opposed to using interpreters),
- and the translation of materials.
Also, in line with findings from the lAPT Diversity BUTS Programme (2009), 
participants’ accounts raised the importance of increasing awareness 
amongst ethnic minority communities about mental health and mental health 
services. However this will only be achieved by mental health services taking 
on board the above points.
Furthermore, the research showed how adaptations to ‘traditional’ 
therapeutic work were made to fit with the cultural and ethnic needs of the 
specific minority group. For example, therapists adopted a more ‘flexible’ 
approach with participants regarding the timing of sessions (ie. taking into 
account “Sri Lankan” time), the inclusion of meditation and poetry in 
sessions, and the provision of food. This is unlike mainstream CBT groups 
for anxiety and depression which are much more rigid and structured. This 
adaptation of services to fit with the clients ethnic and cultural needs is 
person-centred and fits with the Clinical Psychology Code of Ethics and 
Conduct (BPS, 2009). Unlike mainstream services, this service was small so 
a more flexible approach was possible.
As a result of the above, the research clearly supports the development of 
other mental health services which are culturally sensitive/ethnic specific in 
the UK. Following the example set by the lAPT Diversity BUTS Programme
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(2009), ethnie minority communities who are not engaging with mental health 
services need to be identified, and collaborated with to understand and 
develop CSS/ESS to meet their specific needs. Although this may not 
necessarily result in provision of services in a religious place, it is likely to 
involve liaison with community leaders and faith leaders. This supports the 
Department of Health recommendations for working with BME groups (DoH, 
2009).
Another important clinical implication of the research is the issue of 
sustainability. This is a critical issue for CSS/ESS to be aware of as this 
mental health service was dependent on two bi-lingual therapists from the 
Tamil community, who had professional psychology qualifications. Their skill 
set was very rare in the community and it would therefore be very difficult to 
sustain this service if one of the therapists left. In order for the service to 
have longevity and serve the community it was developed for, this issue of 
sustainability needs to be carefully considered and contingency plans put in 
place.
One option could be the training of bi-lingual professionals present in the 
Tamil community to help increase staff numbers. Another option is the 
training of ex-service users to co-facilitate CBT group work with the lead 
therapist. This latter option would also endorse government policies that 
promote service user involvement (SUI) in mental health services (eg. DoH, 
1994; DoH, 1995). Furthermore active SUI within services could help 
promote greater social inclusion and reduce stigma about mental health (Tait 
& Lester, 2005).
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vii. Future research
It was beyond the scope of this research to include the therapists’ views of 
providing a CSS/ESS in the temple. However this perspective might help 
identify and clarify what adaptations were made for working with Sri Lankan 
Tamil clients. Only one previous study has examined therapists’ views about 
working in an ESS. Results showed that ESS require more than the 
bilingual/bicultural matching of therapist and client, but entailed constant 
negotiations between therapist and client and also the type of services 
provided (Ito & Maramba, 2002). Although this study was limited by the fact it 
was based on self-report by Asian-American therapists, it hints at the 
complexity involved in providing an ESS, which the client perspective alone 
does not tap into.
Furthermore, although it was not the aim of this research to focus on CBT 
and how it was specifically adapted to meet the needs of Sri Lankan Tamil 
clients, this is something that would be useful to also ask therapists about. 
The adaptation of CBT for ethnic minority groups has been examined within 
other communities (eg. Hispanics (Interian & Diaz-Martinez, 2007); Chinese 
Americans (Hwang et al. 2006)) but has not been achieved with the Sri 
Lankan Tamil population. This research could help services understand how 
to adapt CBT to the specific needs of this community in the future.
Finally, as this research was qualitative it was not possible to empirically 
examine whether having the mental health service in the temple increased 
usage, retention rates, improved outcomes, and decreased emergency or 
inpatient service use. Ideally for a complete evaluation of the service it would 
be beneficial to conduct a ‘360 degree assessment’ which gathered the views 
of service users, carers, community leaders, faith leaders, venue 
owner/management, and the therapists. This would allow the perspectives of 
all the systems involved in the service to be acknowledged and could add to 
the evidence base. This in turn would help ensure the future commissioning 
of services.
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7. APPENDICES
Appendix A: Table of Participant Demographics.
Descriptor Details of Participants
Gender Six participants were male and two were female.
Age Two participants were aged between 25-34 years; one 
participant was aged between 35-44 years; two 
participants were aged between 45-54 years; two 
participants were aged between 55-64 years and one 
participant was aged between 65-74 years.
Ethnicity All eight participants were of Sri Lankan, Tamil origin.
Religion Six participants described themselves as Hindu’s, and 
two as Christian.
Reason for 
referral
Five participants were referred to the service for help 
with depression; three participants were referred for help 
with depression and anxiety.
Therapy
format
attended
All eight participants received therapy in a CBT group 
format.
253
Research Dossier: Major Research Project
Appendix B: Participant Information Forms (English Version; page 1)
UNIVERSITY OF
SURREY
Department of Psychology
University of Surrey 
Guildford, Surrey GU2 7XH UK
Ms Suraba Mahendiran
Trainee Clinical Psychologist
s.mahendiran@surrey.ac.uk
www.surrey.ac.uk
Information Sheet
What are the Perceptions of Sri Lankan (Tamil) Hindu Clients Accessing 
Mental Health Services within a Temple?
My name is Suraba and I am a trainee Clinical Psychologist studying at the 
University of Surrey. As part of my 3 year training I have been asked to carry 
out a piece of research. I would like invite you to take part in this piece of 
research. Before you decide whether you wish to take part or not, I would 
like you to understand why the research is being carried out and what it will 
involve. Please feel free to speak to me or Meera Bahu (Psychological 
Therapist) if you have any further questions.
Why are we doing the research?
Researchers have shown that culture and religion have a significant impact 
on whether people seek help for their mental health difficulties. However 
limited research to date has been gathered on understanding minority ethnic 
views, including Tamil service user’s experiences of accessing mental health 
services which are culturally sensitive. Therefore the present study aims to 
add to the literature by seeking Tamil, Hindu service users’ understanding 
and experiences of accessing a mental health service within a temple. Doing 
this research is important because it could tell us something about how to 
make therapy a better experience for Tamil people and minority ethnic 
groups accessing mental health services in the future.
Why are you being approached?
You are being approached because you have accessed the mental health 
service provided within the temple, and completed your therapy within the 
past 6 months. I will be asking all the people who have accessed and 
completed therapy within the temple in the past 6 months.
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Appendix B: Participant Information Forms (English Version; page 2)
UNIVERSITY OF
SURREY
Do you have to take part in the research?
it is up to you to decide if you want to take part in this research. If you decide 
to take part I will ask you to sign a consent form, however you can withdraw 
from the research at any point. Whether you decide to take part or not, there 
will be no changes to the care you receive in the future.
What will happen if you want to take part in the research?
You will be asked to sign a consent form if you decide you would like to take 
part. Once you have consented to participate, you will be contacted by the 
researcher (or a Tamil speaking member of the research team) to arrange a 
meeting time at the temple.
The lead professional for the team. Dr Vicky Vidalaki, will be made aware of 
when the meeting will take place.
You will be asked to meet with the researcher at the temple for approximately 
1hour -  1hour 30 minutes to talk about your experiences of accessing the 
mental health service within the temple. If you do not speak English an 
interpreter will also accompany the researcher.
The researcher will audio record the interview, so that a ‘script’ of the 
interview can be written up later. All names and other personally identifying 
information will be removed at this point. The ‘script’ of the interview will used 
by the researcher to look for themes across what all participants have said.
Are there any risks Involved?
It is possible that you may become distressed talking about your experience 
of accessing therapy within the temple. You can stop the interview at any 
point. I will identify somebody who can support you if you become distressed.
Are there any benefits Involved?
We cannot promise, but it is possible you may like having somebody who is 
interested in yours views listen to them. It is hoped that the research will be 
of benefit to other people who use the mental health service in the temple in 
the future.
How long do I have to decide?
You will be given at least two days to consider whether you would like to take 
part in the research. The researcher would only like to know whether she (or 
a Tamil speaking member of the research team) can telephone you to 
discuss your decision in two days time.
IF YOU ARE INTERESTED IN THE STUDY SO FAR, PLEASE READ ON.
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Appendix B: Participant Information Forms (English Version; page 3)
UNIVERSITY OF
s SURREY
How will your Information be kept?
The researcher is an employee of the NHS and as such, will be working with 
the same rules of confidentiality and data protection as other NHS 
employees. The researcher will not have access to medical files. Audio 
recordings will be deleted after completion of the research, whilst the 'scripts' 
will be kept for five years in a locked filing cabinet within the mental health 
service. The ‘scripts’ will not identify you or anyone else. Any electronic files 
will be password-protected.
The researcher may use an interpreter for interviews with participants who do 
not speak English. The interpreter will be asked to sign a confidentiality 
agreement.
What happens if the researcher is concerned about anybody’s safety?
The researcher has the same responsibilities as other NHS employees to 
safeguard people. If there is concern about anybody’s safety, the researcher 
will attempt to discuss this with you if possible. They have a responsibility to 
tell your therapist or any relevant agency if there is concern.
What if there are any problems?
If you have concerns about any aspects of the research, you can contact the 
researcher, Suraba Mahendiran by email: s.mahendiran@surrev.ac.uk OR 
alternatively if you prefer to speak in Tamil, you can talk to Meera Bahu 
(Psychological Therapist) on: 0208 682 6264.
If you would like further independent advice on taking part in NHS research 
you can contact INVOLVE on: 02380 651088 or email: admin@invo.orq.uk .
If you would like to make a formal complaint, please contact South West 
London and St. Georges’ Mental Health NHS Trust Complaints Manager: 
Victoria Gregory on: 020 8772 5520 or email: complaintsmanaqer@swlstq- 
tr.nhs.uk .
How will the results be used?
It is hoped that the research will be published in a relevant journal and be of 
use to future mental health services serving the Tamil population and other 
minority ethnic groups. Any publications will not identify people who took part.
THANK YOU FOR TAKING THE TIME TO READ THIS INFORMATION. 
PLEASE ASK ANY QUESTIONS.
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Appendix B: Participant Information Form (Tamil Version; page 1)
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Appendix B: Participant Information Form (Tamil Version; page 2)
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Ni.'W.f fU Hf.f - lif '( k' #uei7 a*LU,T7. {]g'w»ar
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yrfifw) i; »?.. »iJeir «ic?oi aj,jih.>%
^7irû4/f,1 ncfÿ t>«i( wizj^ ufw^?wz7T.
<T^ ir#ug; «LWLT?
(g*riuMlâ' 3f0)éw u^jyAZ^ bujipP *L(waen fa(&uawn*e%ù zgi6*Af -Tyi.-wwwN.iu wrzûùy «.aAfÿ. ,*ùu4(UT(N » &/ f;l«w
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0^«wai7 fj.'.rsiî t.iou/T Gf'isO&iav.
^ p ifa i§ i p*Aw(o fL .m i.it?
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psirsw 0 iD fr&f}üu^ 0 0  fTfùtiitm fi/ .$y*uair*(ô tt-firengj?
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Information Sheet (English) Version July 2011 U N IV L K S Il Y o r
SURREY
«Lnû«CT ^æeueàaeé frûutg ei>eu^^(§é«üu(^u>?
(NHS) *  f  ;  era i^ i^ret) ««A «r# «rai)
Gu'^ 'P'J'îD ,9ié^di3Û>, A^suvb U'ig)!âi!jùq f  vu upfùinj mL(puun.Aiy.
»*«u .%%(rîùf^ tU!T , ^
W l 4 *ùu@u». 0 *«»^u(»uLiqu^
(\iT?âiri ' «u;mLi6 a(m)Â@û ij,L.q mnzâ&ùu(Pib. &.rw*an@r; i^uT
Ow 'I .»ax_<ùir«Mc aiÛLO^. a -^ û u w  ,*anAi
(u-TaivAiyil ) (ÿisUii.’ u'rgiiwÀAÜuC^-ii'.
u%dum<m3 «u# 4 &<WW) 0*M(f(3ui#ûu«uw!rü
'3 u>.7(^Cuiiijûum) .@(&^iAaw7«r mm.ywamm «juu^p^g 9***#^'
,@L.à t2«it<rûu5iew7.7.
.% yiriüê^ iu irW  ufir(!^at}uaj^:7£xi0  unrgya«rüy o jD #  QerrwLfrgù am m
(üt.d(§tc?
WTX-rv;, aâaâaai) m a«W  GuffwCeu mâ$a,mù
Ç^MWUU uM@«N.iu u?gi*fûi%wô
r  #, (3u f  ^ û u q  g^ DULLireO g_<WMn# <,*JÂ WC<^«0 <auTg)RJH ÿ^,Tü,*^ ZfW(ÿ*(g
^ ^ 7 fu0 i Ul^/I^esræen eu^pireù mmsn t^ L d ^ ià ?
aunruj»^üS« «êgkû iW !u 2@)û> «LTW»%»A0 Û ifyfw R ,
Oa,T*frm«ü(Tm. '
jwgfg3w"@Uf u.Ty«fL(* 0208 682 6264 *re,,„ aewafwm)
(ÿxuih à®.7t„ ÿq9*.-r«fîs»r«t'!t7è.
,ÿyagg*a)iTiÂ.
fu w w aw ^  (kiùiu a3(!)ibdl«TiT«) agà(?LofzuT ^qpefm u* (Victoria Gregory. South West 
London and St George's Mental Health NHS Trust) 020 8772 5520 «««m
«,0 6 0 düA GjATi-N .##«0^, complalntsmanager@sw1stg-tr.nhs.uk
Qpiqsyaeri frûujqti Lnu«»u@^)güu($m?
(Biâiiagpzrû,. «fb^û uâK$@u<D{pwjsa(W, 0 uzuy*m {g«*uuLq(!>$0 m.
(3 m(rf6  Q f a ) a n L ( p  $un^^ÿ5#i(D(ÿ uO aafiA  (BarfrO
<Fœ6Tr6if]ffi6ïT §)(g0^ T6Ù ^ujsi) Q&UJ§j Q&ùm^ nw.
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Consent Form
What are the Perceptions of Sri Lankan (Tamil) Hindu Clients Accessing Mental Health
Services within a Temple?
Please initial box
1 )1  confirm that I  have read and understood the Information Sheet dated July
2011 (Version 2) for the above study. I have had the opportunity to consider the information, ask 
questions and have these answered satisfactorily.
2) I understand that my participation is voluntary and that I am free to withdraw from
the study at any time without giving any reason, and without my medical care or legal rights 
being affected.
3) I understand that all personal data relating to volunteers is held and processed in
the strictest confidence, and in accordance with the Data Protection Act (1998). I agree that 1 will 
not seek to restrict the use o f the results o f the study on the understanding that my anonymity is 
preserved.
4) I understand that an interpreter may assist the researcher in the interview.
I agree to this and understand that the interpreter will sign a confidentiality 
agreement and will not disclose any personal data relating to volunteers outside 
of the research.
5) I understand that my interview will be audio- taped, so that a ‘script’ o f the 
interview can be written up later. At this point, all names and other personally 
identifying information will be removed, and the audio-tape will be destroyed.
6) I confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions o f the 
study.
Name o f volunteer (BLOCK CAPITALS)
Signed...........................................................................  Date...........
Name of researcher/person taking consent (BLOCK CAPITALS)
Signed.......................................................................   Date
cc. Participant; Researcher.
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i\ ' :<'U IY o r
Participant Consent Form (English) Version 2:1 f  ^  July 2011 C ' I ' H  ) 1uiQAHé UgT*»*; :iill *
1) lUh ÿy.nA) 20Nsb fuqAfüi 2) k^oir,»(uuLL 
jirëTTi«i%.z;^ K3mar oAirgif «LgN^Sfuj^T'^nzir $&«ua)düû
uif^ «AR*w.h 0,( 4kapr. (^ÿû^ zoïrar lÿkù QurTff a^ ;g#uiD
2) wJf UW^ ÿG'ATvA:^ ?!)*» W0iaKÛ>. iâ/vr{7m?(y(D
b'pfi y  ; u .^ * v uginofùLf.
411 f^7cuif(W «.(famr ;i) ^
3) u<6^3u,iylwrÿ ug%f(U ^yAfÆfgÿif unifw^iuyf »t « ,4 4 fÈ $ a ) ic iu -------- ^
(Data Protection Act 1998) i^ AAftc aiAz^ /W u;Pfn«»),9i ?4 umùuglfb j I
a e k u 0  9-1, fi Ifil «ibîi Q u u i.ÿ  u.i;i0<i0tb Q^rfha'ig)! Lj'iyy-h-M f f , iiw T ,u  ^oi<») i--------j
jÿûiJÈw j u ki j%7iTiûY(f <f,L?ûu?.*/ J-fTyifTuCLar.
4 ) (kiÿ/ifWM a^S jtS kè ^ y a tù à ^ u j‘feti(7fd;gf SL^eu §>:jTs - u  i f  u luuvV i ^ ' j f u u r j  
^  jiini u:wQd,(ÇûGui(i ^mfùuLL iTiij ;'T)'TT
'2n'jifuu Jtf'ü)?&*uML.3(_aii tiai Qui'i^ f^ GYiiu'/ùufiij) g)(f, <^ uu/.T»*TrtT «m*J.iuûuif 
,3:1; ni f «7*1 û^cMiW0^3g)ai.
5 ) Q.j,:j(tp<h Siv’i v ' j ib  ifeNv^nr «f_y'«§.tsu00'*.'fa 
i ijî)!! imijÿjtb, siùuLq W(W^Jz3u.'%i QudJîj.^ .^tsitnu^efiib^ »«r«
«MBFUêWW ;&k*ÛUL<^. gl(^WU{P«y '^IL.II .*{^*ÛU(ÿÛi (laWgZftD
6) Gwf^ e^iTfueu^aijD »wir,^ gii <nS wv^ u^nn +9,747177*
ripiqey6 * iû ^  &_g^LuaR*40Gpa%r. u u ; ;  V41 P7 f * 9  J u T ÿ ii
. -ÿ i^ m n B ib  Q B > 7 Q Â ih ù u C i.& )l éÿ,U G  ' i ^ i i f ^ i i h â ï î C i f i j u  * i _ ( Ç û u j / i r
u w (ÿ Q u ^ « #  Quav7 (ÿ@RCW(tgÿ^$R%>)
Gfüûujû
ÿûuir................................................. .................
.j^ yirujiAunwg/ Ou/o/uAc) 0uiu). (j%WlCi!iugp^j5;**$4W))
/g't./T 1 94 /y\^ 4 HCtyOi^ -Vy
.. .^ ..' r  ' rrr-..^...........Ü^ùuth....
L%zp: udii^Qu^usuô.
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National Research Ethics Service
NRES Committee London - Camberwell St Giles
(Formerly known as The Joint South London and Maudsley and institute of Psychiatry 
'  Research Ethics Committee)
Administrative address; Victoria House 
Capital Park 
Fuibourn 
Cambridge 
C8215XB
Telephone: 01223 5975CS 
Facsimile: 01223 597645
27 July 2011
Ms Suraba Mahendiran 
Trainee Clinical Psychologist 
5 Dunsfold House 
Kingsnympton Park 
Kingston Hill 
Surrey 
KT2 7RT
Dear Ms Mahendiran
Studv title: what are the Perceptions of Sri Lankan (Tam il) Hindu
Clients Accessing Mental Health Services within a 
Temple?
REG reference: 11/LO/082B
Thank you for your letter of 11 July 2011, responding to the Committees request for further
Information on the above research and submitting revised documentation.
The further information has been considered on behalf of the Committee by the Chair. 
Confirmation of ethical opinion
On behalf of the Committee. I am pleased to confirm a favourable ethical
above research on the basis described in the application form, protocol and supporting
documentation as revised, subject to the conditions specified below.
Ethical review of research sites
NHS sites
the study (see "Conditions of the favourable opinion" below).
Non-NHS sites
Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
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nr .nnroval must becMgined Wm each hpjjçagfl!S3«anJ0gÆ.
the start n f the study at the site concerned.
F o r oon-N H S  sHos. s ite  m anagom ent perm iss ion shou ld  be ob la lned  in eocordanoo m h  the
procedures o f the relevant host organisation.
sponsors are not repuired to n o lif, the Committee o f approvals from host orgonlsatm s  
Approved documents
The final list of doouments reviewed and approved by the Committee is as followsi
Documentlu uivf    — ------—T-T—r
t Ê Z ï œ  oflnsurance or indemnity: Zunch Muniapal
Interview Schedulss.n”opic Guides 
invAstieator CV : buraba Mahendiran
Iversfon ; jD a f 0 _  _
]05luly20l0_
12
Other: CV foEacademic supervisor : Dora Browr^
o th e r  C V ’for field supervisor: Vassihki Vidal ^ ____
Other Interpreter confidentiality agreement--------------   .
nihAr , AtterE l e mple requesting permission to conduc. resea c_
Other Servke user opinion form
jïT July 2011 
To May 2011
' 06 P e c e m b e T z O lO
11 July 201 f
11 July 2011 
11 July20lT
VUM3I CCI - ,------ ------- ------ -—  -------------------- ------ r-— r
n th rr  for key health professional^
DarHripant Consent Form: English version
11 July 2011
ii July 2011
p^FÂcipant Consent Form: Tamil version
Partîcipantlnfo~rmatïôrrSheet: English version^
11 July 2011
11 July 2011
T Î  July 2011
      —  ;--------
Participant information Sheet: Tamil version
Protocol ........... .— —
PuhheFI n f o C o n :  letter from Suraba ___
jwahendiran--------------------------------------------------- ----------— '  "
Statement of compliance
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After ethical review 
Reporting requirements
.  Notifying substantial amendments
* Adding new sites and investigators
.  Notification of serious breaches of the protocol
,  Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these topics, which is updated in the light of
changes in reporting requirements or procedures.
Feedback
Further information is available at National Research Ethics Service website > After Review
pTTTntHSéâ  Plea^5^tilhiinm nM L°a i!^^
With the Committee's best wishes for the success of this project
Yours sincerely
Mr John Richardson 
Chair
Email: chahs.bailey@eoe.nhs.uk
Encs.' "After ethical review -  guidance for researchers"
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Copy to:
Glenn Moulton 
Tlhe Reg/sfry
Senate House 
University of Surrey 
Guiidford
Ms Eniian Eboda
South London & St Geo/ge's Amenta/ Hea/th tVHS Trust
Dept of Mental Health 
Floor, Hunter Wing 
St George's 
University of London 
Cranmer Terrace 
London 
Sm/ORE
This Research Ethic Committee k an advisory committee to East of England Strategic Health Authority
The A'jflonaf Research Eth/c Servfce fWREJ) reprenne
the National Pavent Safety Agency and Research Ethics Committees in England
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SURREY
Dr Adrian Coyle
Chair, Faculty of Arts and Human Sciences Ethics 
Committee
University of Surrey
S u ra b a  M  i l i t n  i r  i  
T m m c c ( lin  i i r tL l^ lo g is i  
Depanm ii * < i ''logy 
U nivc i\it\ <■ ! S It \
Faculty of
Am and Human Scient»
fstolty 0«ke 
AD  S u i 'a . r i . ;
G U 'tO to rd . i u x r v f  G U : 7X H  UK
T, (0;Mg3 68WS
r (0)1453 W9SSC
August 2011 
Dear Suraba
.„sH l„„.» m..,», a,,.»
Accessing Mental Health Senicc* w ithin a Temple?
Thank you for your submission of the above proposal.
The faculty of Arts ond Human Sciences Eü.ics Committee has given a favourable ethical 
opinion.
I f  there are am sieniHcant changes to your proposal which require further scrutiny, please 
contact the Faculty l.thics Committee bofbro proceeding with your I  rp)oct.
Yours sincerely
Dr Adrian Coyle 
Chair
&
{ - # -  1 2 0
'lb ' YEARS hisloiY o l  shaping Ihc lutun: since 1891Ahh
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Faculty of Arts and Human Sciences 
Ethics Committee
Chair’s Action
Ref:
Name of Student: 
Title of Project:
Supervisor 
Date of submission:
640-PSY-11
SURABA MAHENDIRAN
W hat are the Perceptions of Sri Lankan (Tamil) 
Hindu Clients Accessing mental Health 
Services within a Tem ple?
DR DORA BROWN
AUGUST 2011
The above Project has received a favourable ethical o p in io n  f ^  the NHS 
expeditious favourable ethical opinion has now been granted by the Faculty of Arts and
Human Sciences Ethics Committee.
Signed: J
(^ Adrian 
Chair
Dated: 2."'' A ug  2 o u
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South West London and St.George's CL
M en ia l Health  NHS Trust
Research and Development
Acting Director: Dr Nlruj AgrawaI 
Ms Sumba Mahendiran OF MENTAL HEALTH, PNSE
6 Dunsfold House hunter wing
Kingsnympton Park cRANMER TERRACE
Kingston Hill LONDON SW17 ORE
R&D Coordinator Ms Enltan Eboda
E-mail: eebo^aAsguLaçm
Direct Line; 0 2 0  8725  3 45 3 /2 7 8 3
Fax: 0 2 0  8725 3538Æ914
03 August 2011
Dear Suraba,
Research Title:
Principal Investigator: Ms Suraba Mahendiran
Project reference: PF488
Sponsor: University of Surrey
correspondence relating to this study.
subject to the following conditions:
immediate withdrav/al of host site approval,
the Trust Accident/Incident Reporting Procedures.
.  The PI must ensure appropriate procedures are in place to action urgent safety
measures.
.  The PI must ensure the maintenance of a Trial Master File (TMF).
Terms and condiüons o f Approval, version 1.Î 0 3 '08 ,2 0 ! 1
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s . - ”  r r Æ  "  " s r r s
and legislation (where applicable).
, The PI must report any cases of suspected research misconduct and fraud to the
Research Office.
'  ü S iS S S
whole.
you will be required to provide relevant information, 
returned to the Research Office.
eeboda@saul.ac.uk.
Yours sincerely,jr
Ms Enltan Eboda
Türm.sand conditions of .^prroval. version 1.103 /0«/20 l l
269
Research Dossier: Major Research Project
Appendix G: Background/Demographics Information Form (page 1) 
PARTICIPANT SELECTION FORM FOR KEY HEALTH PROFESSIONAL
INCLUSION CRITERIA: (please tick as appropriate)
1) Is the individual 18 years and over? [ ] ]
2) Is the individual Tamil, Sri Lankan? ED
3) Has the individual received therapy (individual or group) within [ ]  
the temple?
4) Has the individual received therapy (individual or group) and 
completed it within the last 6 months? O
5) Is the individual Hindu? O
IF ALL OF THE ABOVE ARE APPLICABLE, PLEASE GAIN THE 
FURTHER DETAILS BELOW, AND PROVIDE THEM WITH THE 
INFORMATION SHEET AND CONSENT FORM:
Participant’s Full
Name:..............................................................................................
Participant’s D.O.B:............................................................
Languages Spoken by Participant?
Participant’s Preferred Language?
Reason for Participant’s Referral? (eg. anxiety, depression)
Type of therapy received by Participant? (eg. individual CBT, group CBT)
Does the Participant consent to be contacted by telephone in 1 week, if we 
have not heard from them? Y/N (please circle as appropriate).
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If Yes, please note telephone number and/or mobile number below:
Home Number:........................................................
Mobile Number:........................................................
If the researcher is concerned about the Participant’s wellbeing during the 
interview, would they agree for her to contact a close friend/family member 
and let them know? Y/N (please circle as appropriate).
If Yes, please note contact details of close friend/family member below:
Name:.................................................................... ...................................
Contact Number:................................. ......................................................
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INTERVIEW SCHEDULE
What are the Perceptions of Sri Lankan (Tamil) Hindu Clients Accessing
Mental
Health Services within a Temple?
1) What does the term “ culture” mean to you?
(Prompts: Would you say that culture is part of your life?)
2) What do you think reiigion is?
(Prompts: Would you say that religion is part of your life?)
3) What does the term “ mentai health” mean to you?
(Prompt: Could you tell me what you mean? say a bit more?)
4) How do you view culture and mentai health?
(Prompts: Does culture affect your MH problem? What you do to 
cope? What help you seek?)
5) How do you view reiigion and mental health?
(Prompts: Does religion affect your MH problem? What you do to 
cope? What help you seek?)
6) What do you think about having a mentai health service within the 
temple?
(Prompts: +Ve, -Ve, Why?)
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7) Would you mind teiiing me a bit about your mental health problem?
(Prompts: When it began? What symptoms you had? What you did to 
cope? How/When did you seek help?)
8) What made you come to the service within the tempie?
(Prompts: Familiar setting? Safe? Heard/read about when attending 
temple? GP referred?)
9) What do you think about other people using this service (in the 
temple) in
the future?
(Prompt: Recommend? Discourage? Why? Improvements? 
Suggestions?)
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SURREYAppendix I: Interpreter Confidentiality Agreement
Interpreter Confidentiality Agreement
What are the Perceptions o f Sri Lankan (TamiH Hindu Clients Accessing Mental Health Services.
within a Temple?
Please initial box
1) I confirm that I have read and understood the Information Sheet dated July
2011 (Version 2) for the above study. 1 understand the nature o f the study and the requirements for 
confidentiality.
2) 1 have had all o f my questions concerning the nature o f the research and my role 
as interpreter answered to my satisfaction.
3) 1 agree not to reveal in any way to any person other than the researcher, any data 
gathered for the study by means o f my services as an interpreter.
4) 1 understand that the researcher will acknowledge the use of my services in any 
reporting o f the research. 1 have indicated below whether 1 wish that 
acknowledgement to be anonymous or whether it may recognize me by name 
(please initial one box only):
1 do not wish my name to be associated with the acknowledgement o f the use o f an 
interpreter in data gathering for the research.
1 agree that the researcher may associate my name with the acknowledgement of the use
of an interpreter in data gathering for the research.
Name o f interpreter (BLOCK CAPITALS)
Signed.................................................................................
D ate.......................................
Name o f researcher/person taking consent (BLOCK CAPITALS)
Signed Date
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19/09/11: Following first interview
She was not much older than me and had professional qualifications, I 
identified with her easily. I thought she would feel comfortable talking to me 
as I was female and was from the same ethnic and cultural background as 
her. However as the interpreter was also present in the room, I wondered 
whether it was a constant reminder to her that I was not fluent in Tamil and 
was different from her (second generation Sri Lankan Tamil).
She seemed happy to have her views heard and was comfortable talking with 
me. She appreciated the Sri Lankan snacks I provided. In the interview, I 
noticed that one of my questions was too broad and contained too many 
large concepts together (culture, religion and mental) which made it difficult 
for her to understand. I had to narrow the question down using prompts to 
help her understand. I was very cautious about doing this as I did not want to 
influence the question too much. Perhaps I need to adjust this question?
I noticed that she was keen to convey a positive view of the mental health 
service. She seemed reluctant to talk about the negative aspects of her 
experiences. She might have aligned me with the professionals (she knows 
that I speak to her therapists) and was probably aware that her therapists 
were in the same building. Perhaps she did not want to disappoint me -  by 
keeping the atmosphere of the interview as a productive/positive experience, 
was I creating an expectation that we talk about positive things only?
Perhaps I need to make it clarify that criticism of the service is ok?
Working with the interpreter was a good experience. I was glad that I had 
invested time prior to the interview getting to know him, his style, helping him 
understand the research, and going over the questions. Positively, I realised 
that I only needed him to interpret my questions. Will the other interviews be 
similar?
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FINAL Theme: The Temple as the Connection between Culture, Community 
and the Self
“Culture” as a Lens for Mental 
Health
One final master theme was found across all 
participants to link the data throughout. The 
final master theme described how the temple 
was perceived by participants as the 
connection between culture, community and 
the self. This link was the umbrella for four 
master themes: “culture” as a lens for mental 
health, negotiating two cultures, religion 
supporting the self and the need for culturally 
sensitive services.
Negotiating Two Cultures
Religion Supporting the Self
The Need for Culturally Sensitive 
Services
Theme 1: “Culture” as a Lens for Mental Health
Stigma about mental health. Fear and discrimination. Stigma can make 
mental health problems worse.
Limited knowledge and 
understanding of mental health.
Poor knowledge and understanding about 
mental health in community/culture. 
Somatisation of symptoms. Mental health not 
accepted like physical health problems.
Limited support network. Immigration has lead to loss, separation of 
support systems. Isolation in UK.
War and mental health. Trauma, torture, loss, separation, immigration 
caused by war contribute to mental health 
problems.
Culture and reduced help seeking 
behaviour.
Fear of stigma. Poor understanding about 
mental health and services. Help seeking for 
physical symptoms. Importance of family in 
help seeking behaviour.
Theme 2: Negotiating Two Cultures
Cultural comparisons/differences. Comparing food, clothing, relationships, 
marriage practices, human rights law, leads to 
identification of differences.
Importance of
acceptance/adjustment to new 
culture (UK).
Recognition of need to acculturate to new 
culture to succeed in UK. Advantages of some 
UK cultural practices.
Importance of holding onto original 
culture (Sri Lankan) and cultural 
transmission.
Fear of losing original culture and recognition 
of maintaining as many cultural traditions as 
possible. Particularly for the next generation.
Importance of culture in one’s life. Culture being more significant in one’s life due 
to immigration to new country. Culture being 
part of one’s identity and acts as a ‘guide’. 
Shapes perspective.
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Theme 3: Religion Supporting the Self
Religion being a 
guide/way of life.
Religion providing some principles, rules for living.
Religion as a way of 
coping with mental 
health problems.
Religion providing support, hope, comfort, strength and 
relaxation. Form of therapy. Particularly important due to 
reduced support networks and stigma about mental 
health.
Religion as important in 
one’s life.
Religion as part of one’s identity and part of culture. 
Shapes perspective.
Theme 4: The Need for Culturally Sensitive Services
Demand for services. Community being in need of psychological help and 
services. Need to talk but reduced access to 
psychological therapies and stigma.
Importance of being 
understood.
Language and ethnic matching of therapist-client 
increasing understanding, communication, trust. Group 
format and shared understanding, normalisation of 
experiences.
Service location and 
religious benefits.
Location and God’s presence/power. Attitude of 
attendees. Peaceful/safe. Promotion of mental health 
recovery.
Service location and 
increased engagement.
Location and being familiar, part of routine/life. Reduced 
stigma and confidentiality. Community connection.
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Participants Transcript (Kumar; conducted in English):
Themes Transcript Master Themes
1: The first question is how do you view the 
term culture?
. . 1 L '
K: Culture is many things- your traditions with 
your country, mainly your language, your 
religion , and sometimes vour education,
according to the culture, the background.
'
' '. . t -
a,f \ . - - Y ' ' i * '  
' j. lb I?.
1: Ok. What do you mean by that?
K Sometimes certain things, you know 
culturally view differently, so sometimes you 
make room tor it.
I; Can you say more?
* ""I 
' T .r J :/ "
h ' ' ''
K: Different people with different education and
backaround have different cultural views 
Sometimes they can come into conflict
1: Can you give some examples of this?
\|/ ..
'v%"
K: Say religious education, if you are in 
England, you have R.E. but it might be based 
on just Christianity. Now it's different as other 
students now may be related to other religions. 
Now it's multicultural, people are talking about 
various things, it’s opening up,
...
■
' V . i
J '
Years ago there was a bit of a clash, but now 
it s all Chang ng. Maybe people got on that 
boat there were more and more people coming 
into the country. More and more faith. Now 
there are faith schools opening up. and you 
know private schools opening up.
k-
,
,  A'
1: So it sounds like you're saying religion is a 
big part of culture?
K: Yes it’s a big port of culture. It’s sort of 
intertwined with language.
1; What would you say about your culture?
K: I won't define it as Hinduism, 1 will define it 
with my language. Tamil, Tamil culture.
K( f ''' '
i ' ■- /' ' '■ ■'
/ ' 
...1,
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Appendix L: Example Transcript and Coding (page 2)
Participants Transcript (Kumar; conducted in English);
Themes Transcript
I: OK, so do you thinkls key part of being Tamil 
is the language?
K; It's an ethnic group and being a Tamil — ^
That's how... say that if anybody asks me a 
question, there Is no way I can duck out of it
j and say I'm from somewhere else, and this and 
I the other, I have to say I am a Sri Lankan, but if 
I they go further and ask me other views and
I what you are to identify yourself, then there are 
' others things I will say about my religion and
m> language, my ethnicity and whatever.
I: So what things are important for you in your 
culture?
K: Basically ..maybe there are some rules 
about different different things over the years. 
It’s all changing, but as I was going about, 
caste was very very important. People from 
lower castes were not allowed in the temple, 
which as a youngster I didn't agree with it. I 
was rebelling against it: I thought there was 
something wrong, for depriving somebody to 
even go Inside the temple, because of your 
caste.
Because I thought basically years ago, caste 
was related to the job that you do. It's not 
because of anything else, so I thought maybe 
as time goes by, a man that cleans clothes (a 
Dobi/laundry man) his son may not have lo be 
a laundry man. He can do something else. This 
is not the case. These things I disagreed with
I: Are there other things you've noticed about 
your culture that is important?
K: Basically that there are sort of rules rej^ed 
to the culture, how people view each difference
from each other. Some people are strong, 
some people are quite lenient... you know.
Master Themes
;
-
C.4 ;
' A3
Î
ci
3 K',"'
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Participant 5 Transcript (Kumar; conducted in English):
T%emes Transcript Master Themes
I: Can you give me some examples?
K: Say that I am a Hindu, years ago beef was
out. Now people eat beef. So like that different 
different issues.
I So it sounds like you noticed lots of changes 
over the years?
K Yes. As years have gone by. say that in a 
wedding or in a temple when they go into all 
these Mantra and things. It's like in the Church. 
Year ago you go the Church, the service is very 
long, one hour to one and a half hours. Now its 
all finished and done within 20-30 minutes.
Because first of all people don't have the time 
to sit down. Then, say that even if I am in an 
interview like this, if you say we have an 
interview for two hours. I will think twice. The 
same thing with religion, they have cut it. Even 
in a wedding there are important things that the 
priest will do. There are other things he will 
avoid due to time factors. So even in a wedding 
ceremony the editing of religion is happening.
Years ago. Catholics, yeah, you go to the priest 
and he will say most of it in Latin. You don't 
know what he's talking about, now it's all 
changing. Maybe all these Mantra will also start 
changing. Certain Mantras you might 
understand through your parents, but the rest 
of them you don't understand arid are standing 
listening for standings sake. You don't 
understand what's going on. So if I'm praying, 
and somebody says something to me in a 
different language. I'm not going to grasp it. If I 
don't understand I don't understand.
So you go thinking I have to pray, because of 
that you are standing there, conforming,
! because of that faith, belief you're standing 
there. Otherwise I think faith can grow more on 
what people can understand. It's like, if 
somebody says to somebody the man is 
starving, first you give food, otherwise he's not
A - -": A' '
i V. ' r A.
u.A"' .-'A...".
Ah
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participant 5 Transcript (Kumar; conducted in Engiish):
Themes
MasterTranscript
1; So how long have you been in the UK for? j
K: Since 1966. |
h What age were you when you came? |
K- 20 years old. But t M  limeihere was not |
‘• m m  \
now.irs rrxcrr.
culture?
! Even English people are turning more
! vegetarian than us.
3 = v '''
Did you notice anything else?
Wi
j own eyes.
I notice it (racism) much.
against too,
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Participants Transcript (Kumar; conducted in Engiish):
"Themes
. .  Am 't' ,
I. ':- ;
tvU'
- f ïü H i ï îp ---------  ■Mastei Thames
irw îsT he iiïtisnh i-H ^ 
culture?
m e #
I stay at home and pray.
= = = = = '
luxury.
Did you come to the UK on your own?
I people to mix but they are not mixing.
■;
.V '. ' /
UK_
, v .
So is culture is a part of your life?
W m m \
i s r r i " - . ” ,: = » « ' «
; mellitus.
should be there it should not go away.
G i'tv  .11 
p/X
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participant 6 Transcript (Kumar; conducted in English);
PThemes Transcript
Mas^r Themes
It^gm^uiTëôpiet^ chïng .n  -
. imnnrtant fof Children
I &
r
dance. I think it's v e r y  .i port t f r c il r  
think things will change wrthin the culture.
. .  iTWhetdoyouthinkreligionmeanstoyou? |
1 5 5 = = = : '
■ '5 2 = S : = = 5 r
can call it air, something that we dori^ t 
I understand,
' I Ok, so do you belong to a certain religion?
- W M M -
Î Whatever. We were not th^x^m e
f l i p
l lPso would you s a y  that religion is a big part of 
I your life?
C? A t' C
'' . : ,t -r '. T 'f , '
, \  : /'r''' '' ' '
r 'A .
K- It moulds you into^^r^n^lthink.
I Could explain a bit more?
. . ■ ■ . _
KYeahlthink,tsortof9ivesyou...some
iSSSizTZZ:'j
I/:'. Ai
-A»- ;;>r
■ i - V) ,
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Participant 6 Transcript (Kumar; conducted in English):
Themes
i l
Transcript
turn to God and say help me out. 1 can't make 
my way out here, I cannot find sense. So I think 
that gives you sort of strength and hope. It’s 
like if someone is desperate and is thinking to 
end their life, I think if someone has a strong 
faith that will come into mind and save th^^
I: If I asked you to think about mental health. 
What do you think mental health means to 
you?
K: Mental health for Asians is something they 
don't come to terms with and is a big taboo. All 
your religions, all your friends, who might be 
very educated about psychiatry, even then they 
don't understand or they dismiss it.
It's like if I say to a person I hayecanc^. that
, person despite not having cancer, will have 
I  some insight about cancer. Our people 
I understand physical problems ok, not mental, 
i Our people will find it difficult to come to a 
‘ therapy like this (ie, the temple mental health 
service), and drop out.
I Why?
K; They are scared of whether they will be 
accepted by their own people; or they will be 
ca^ aside. So there is a rebellion now going 
on. So I think being^sian and being ill...being 
mentally sick is very difficult, on top of that 
having to deal with this taboo and stigma Is 
even more difficult. This can make the problem 
increase.
Again you know...nowadays you know..Asians 
come into psychiatry yeah So there is ways of
describing yourself or talking about it. Before 
that was a problem, because psychiatric
problems can be different from a Carribean to 
an Asian. That's what I think.
Master Themes
Mi
AT
O'"
. . . J
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Participant 5 Transcript (Kumar; conducted in English):
Themes Transcript I Master Themes
1: What do you mean?
-3'r
K: How people view it or sometimes if a
problem starts there can be different ways 
leading up to that. It's not based on a sef of 
rules is it. It’s different for different ethnic_ 
groups. Now there are ways to understand this 
better as there are our people in the 
professions such as CRN, psychiatrists and 
psychologists. Years ago that was not there.
( j j ) ,  ' J /
;A.
Ki,l
I Say you're a Tamil. I can better.express myself 
i how really I am feeling. Or that person (Tamil)
I can bring it out. using that language or
I whatever, or because you are from the same 
i country. There will be a good rapport. When 
t you get on you will begin to trust, otherwise you 
I begin to hide things. When you hide things it is 
difficult to treat.
1: So if you had to describe mental health, how 
.%'• H  would you describe/explain it?
K: I can call it in one word. I can say more or 
less it Is habit formation. Different things you 
know. Sort of I don’t take a bath next day I will 
sleep in tomorrow. Or I don't go to work today. 
I'm feeling funny today. It sort of different 
habits, bad habits come into play and develops 
into a major issue and take oyer one's life.
Let's say you’re not sleeping well, so one day 
you read, the next day you watch TV, the next 
day you’re in the pub til 12’o clock. It sort of a 
I pattern. That's how I wew it, maybe I'm wrong. 
AMaybe sometimes the mental health problem 
) c a n ^  caused by something deep routed in 
 ^ your life. For example losing your father, or 
your mother, or an unstable background, sprne 
people will come through it all and fight it. some 
people will fall apart.
I; How do you view culture and mental health?
K: I think there is some understanding coming 
about to help people like lAPT in one's own 
language.
£yj
\ . L i:..
: A- '3 'r""
=.'u:
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Participant 5 Transcript (Kumar; conducted in English):
Themes
J ' J ; 3,.;
Transcript
'M-)P ^
Master Themes
"With mental heaithjf I am ill at home, my wife 
might not understand and say why you are 
sleeping all the time, why you are sleeping all 
the time, why dont you go and watch the TV. 
She'll say what's happened you're not eating. It 
goes and stops somewhere. There is care, but 
at home it only goes so far as ^ i l y  can:^ 
understand mental health fully.
It becomes very difficult if you don't understand 
yourself, or admh to yourself there is sometNng. 
wrong. If you start rebelling it becomes more 
difficult. On the other hand there are other 
things (hat could go wrong it my life. I might 
think it's better that I am getting ill. You must be 
able to know whether you're ill.
I; Is there anything else you want to say about 
culture and mental health?
K: Just about the stigma in our culture, It's like 
this, in India there are the "untouchable" years 
ago. I feel the same way. Here (in the UK) with 
mental health/psychiatry it was very difficult. 
Even now you can walk into a job and you can 
be qualified, but if you have mental health 
; problems, you are not going to get it.
11 think culture restncts people. To work even, 
certain areas can dictate what will happen to 
you.
I: What do you think about religion and mental
health?
K: I think religion is praying, yoga. I think 
different aspects of religion can come into play 
with psychiatry. It can open other ways of doing 
I things you see. You can say it (religion) i^a
1 different form or therapy. It can be beneficial,
I Say for an example, I know a person who 
! studied with me in the same college as a 
' youngster, He was very very ill. He was taking 
I all kinds of medication... he was very ill, but he 
j started to come to the temple, every day he 
I walked here (the temple). I have known if for
" Ay" A
MA
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Appendix L: Example Transcript and Coding (page 10)
Participants Transcript (Kumar; conducted in English):
[ Themes Transcript Master Themes
4,A.
a while. Now he is almost a changes person. 
Maybe some tablets alone or some
psychotherapy atone won't be able to help him 
to that extent. Whether the effect of religion can 
be applied to everyone I'm not sure.
i; What do you think religion gave him to help 
him overcome his difficulties?
K: He became a stronger person to fight.
Religion gave him some sort of hope and 
support. As you know, even mental health yeah 
got its cycles, I can take tablets day in and out, 
there will be good times where I will be keeping 
very well for 6 years. But there is no way of 
seeing whether I will get ill again. It can happen 
in spite of everything...my progress. So I think 
the interval time being free from mental health 
can get longer, but there is no guarantee it is 
not going to come back,
I: What do you think about this mental health 
service in the temple?
K: I go to a resource centre and heard about I
lAPT, There was a community worker who tried j 
I to explain. 1 was interested end wanted to know ' 
; more so came. I asked the community worker 
i to refer me.
j I; So what did you think when you found out the 
I service was in a temple and that the therapists 
I were Tamil/Tamil speaking?
K I can speak English, but I thought... say that 
you are in a hospital environment, in a room 
With other clinicians sitting around; the temple 
is something different. You're almost going to 
take it casual, you're in a casual setting with 
your own people. There is enough room to 
react, interact. Maybe in the first few sessions 
you are going to be a little bit different, little by 
little you begin to know people. 1 thought that 
might help.
'  '  r  '  '  ' '  , ( '
A .7 '
c
li-
. . I
10
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Participants Transcript (Kumar; conducted in English):
Themes Transcript Master Themes
'Vr. i -
f c/%
/' . -
When I first discovered the service was in a
temple, my immediate reaction was they are 
trying something new. Why not give it a try. If it 
IS a different setting. A hospital is off-puttir  ^
and more formal.
In the temple there Is room to open up and 
form friendships. Cos I think there are people
who come here who mil connect, talk on the 
telephone and stay in contact even after the 
group. If it is a hospital setting, you walk in walk 
out, That's the end of the story. . it's more
clinical.
1; Is there anything else you think about having 
the service in the temple? :
K; Again, people will come here (the temple) to |
pray and after the praying you will have this 
. j (the mental health service). There is more 
, chances of our people attending the servie® as 
they can go straight from praying to use the 
i service. It's more interlinked.
,1 The other day there was the group 
1 fdepression/anxiety group) going on. This 
g sntlemen sitting down in the group said I can 
hsar some drums and instruments playing 
downstairs (in the temple), and I want to go 
I down. The therapists accepted this and allowed 
I him to go. If it was a hospital setting that's not 
U going to happen is it. The service here (in the 
I temple) is very flexible.
j Maybe the other advantage of having it in a 
I temple, is it we dp a 5 minute meditation, in 
%| other environments, like a hospital, your mind 
I can get distracted and it's harder to 
I concentrate Because it's a temple it can help a
I bit.
I I: Do you mind telling me about your mental 
I health problems?
i K: What happened was I was an ordinary 
i person playing about, working, doing that,
I doing this, suddenly something happened, one
Sv I-
k--.'
■f, .'« I.', -r '• '
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Participant 6 Transcript (Kumar; conducted in English):
Themes Transcript Master Themes
AT
A...
i thing led to another Î W  a job. I lost this. I had 
i my first break down and ended up being 
I homeless. Nothing to do, nobody to see. This 
I went on for about 1 year and three months.
I Those days if you don't have an address, if you 
I don't have a room, if you don't have the social 
i security money coming in or you know. ..There 
: was no help then. Now there is a lot of help and 
 ^you can get on the line and call someone.
First of all I did not have any idea of what was 
going wrong with me. So somehow I ended up 
in hospital in London. These problems only
1 started after I came to the UK. I think it was 
very bad depression. There were different 
different episodes I think depression is easier 
for people to take.
For a long time I was told schizophrenia. So I
' was trying to be smart and reading books to 
understand these terms. Now I think when you 
accept these are different Jerms/labels used to | 
treat somebody, it becomes a little bit easier. 
How schizophrenia is portrayed in the media is 
very scary for people. If you say schizophrenia 
to people they think you will kill someone. But 
everyone with schizophrenia does this. It was 
very hard for me to admit 1 had problems.
It took a long time for me to have insight about 
my illness. If you have insight you (an see the 
warning signals, you begin to understand a bit
more, you can be a little bit smarter about it.
I: When you talk about having breakdowns,
what do you mean?
K: I was not eating well. I was not sleeping well.
1 I was not looking after my self, I was sort of 
dirty, bush-like beard. I was a different person. 
People would run a mile when they see me. 1 
had never had a problem with being violent or 
breaking a window. 1 was almost starving...it 
was very bad. Now. things will never get that 
bad as there are people to help you round.
f: r.T
r t
U'k'/'.nA- ' "f- 
.C- I..'
1',.,
4
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Participants Transcript (Kumar; conducted in English):
Themes Transcript Master Themes
/if
I.../' ;
.«i:
T So what kind of treatments have you had in
the past?
K: It’s always medication as they had given me 
the Schizophrenia thing! so the medication was 
along that idea. By chance, I went to another 
hospital and the doctor looked at me and said 
this is no way Schizophrenia. I'm not agreeing 
with all this medication. I am taking you off. I'm 
going to try something new, and that's how it 
started.
Even now. I really don't understand. If I say to 
someone that I have a mental illness but it's 
biochemical, they are willing to accept that.
I: Why do you think they are willing to accept it?
K: Because they think it’s not my mistake, 
something else has happened here. Otherwise 
they will relate to me and It being my fault. Ifs
like being physical...they can relate to that.
For a long time I didn't have therapy offered to 
me. The first time was 6 years ago when I had 
cognitive therapy, wasalways_pffered " 
medication. Even now if I go to the GP and tell 
them the medication is not helping, they ask 
what's wrong with what I have given you. Let's 
try another one. He is not opening up and 
saying there is some other thing you can try.
I: What did you think about the sen/ice having a 
group format?
K: Years ago, when I was asked to be in 
groups, I was always against it. There are 
certain things that are hard to say in a group. In 
this group there are things that you are taught 
that ^ 11 carry on. but it is taught in a different 
way as different people come up with different 
experiences, different ideas. It sort of not 
targeted in one place alone, it's different things 
coming into different place. I think that can 
help.
: if:j h
j * - ;
' At r-
\
I If."2
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Participants Transcript (Kumar; conducted in English):
Themes Transcript Master Themes
. \y-ï
Being in a group you hear different stories, and 
pick up different things.
A person with mental health problems, 
everyday gets up and wonders will anything 
new happen today, that will erase my 
problems? That's everyone's hope. Because 
taking medication, day in, day out is a bit 
tedious.
I: Is there anything more you want to say about 
the group format?
K: I think it's also helpful as group member 
themselves can promote the group to other 
people who am scared to use the service.
I , Do you think people are aware of the 
service?
K: Not enough people.
1: What do you think about other people using 
the service in the future?
K; I think it can grow. The therapists asked me 
if I would be interested in doing a course so 
that I could help them with future groups. My 
immediate reaction was yes I will help. So you 
know, something like that... it's important for 
people with our problems have some sort of 
routine,
Tamil people will always have thi 5 problem
(nrienfaf health problems).  '
I: How do you think we could improve the 
service for future Tamils?
K: That's not easy to answer. Maybe targeting
more community services, like day centres 
need to inform more people about this service, 
even GP’s can help.
I: Was there anything you didn't like about the 
service?
K: No not really. The duration was good.
14
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Appendix M: Glossary of Acronyms
ARA -  American Psychological Association
BME -  Black and Ethnie Minority
BUTS -  Bengali, Urdu and Somali speaking communities
CBT -  Cognitive Behaviour Therapy
GBSs -  Culture Bound Syndromes
CSS -  Culturally Sensitive Service
DoH -  Department of Health
DSM-IV -  Diagnostic and Statistical Manual of Mental Disorders-IV
EMs -  Explanatory Models
ESS -  Ethnic Specific Service
HBM - Health Beliefs Model
MSB -  Help Seeking Behaviour
lAPT - Increasing Access to Psychological Therapies
IRA -  Interpretative Phenomenological Analysis
NRES -  National Research Ethics Service
RTSD -  Post Traumatic Stress Disorder
R&D -  Research and Development
SBM -  Socio-Behavioural Model
SOT -  Self-Categorisation Theory
SIT - Social Identity Theory
SUI -  Service User Involvement
TBR -  Theory of Planned Behaviour
TRA -  Theory of Reasoned Action
UNHRO -  United Nations High Commission on Refugees
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Appendix N -  Background information about Sri Lankan Tamils 
and Sri Lanka (page 1)
Sri Lanka is an island country in the northern Indian Ocean off the southern 
coast of the Indian subcontinent in South Asia. Prior to 1972 Sri Lanka was 
known as Ceylon.
STATISTICS:
• Sinhalese constitute the largest ethnic group in the country (74%). Sri 
Lankan Tamils are the second major ethnic group in the island 
(12.6%).
• Sinhalese and Tamil are the two official languages of Sri Lanka. The 
Constitution defines English as the link language. English is widely 
used for education, scientific and commercial purposes.
• Sri Lanka is also a multi-religious country. The three dominating 
religions are: Buddhism (74%), Hinduism (18%) and Christianity (7%). 
The majority of the Cingalese community are Buddhist, and the 
majority of the Tamil community are Hindu.
HISTORY:
• When the Portugese took possession of the island in 1505 there were 
3 kingdoms in Sri Lanka: a Tamil Kingdom in the North-East and 
Cingalese Kingdoms in the South-West.
• 1505-1658: Portugese held the island.
• 1658-1796: Dutch usurped control.
• 1796: British took over.
• Portugese and Dutch ruled the Tamil and Sinhala Kingdoms 
separately, BUT the British artificially joined them for administrative 
convenience only in 1833.
• In 1948, British left Sri Lanka as ONE country, Ceylon, leaving political 
power in the hands of the ‘majority’ Sinhalese.
• 1948- 1 million Tamils declared as non-citizens.
• 1949 -  Cingalese colonisation in traditional Tamil homeland.
• 1956- Singala made sole official language of the country.
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Appendix N -  Background Information about Sri Lankan Tamils 
and Sri Lanka (page 2)
• 1970 -  “ethnie standardisation” slashes university admission to 
Tamils. Same entrance exam but Tamils have to score 30% more.
• 1972 -  New constitution without Tamil participation (eg. Buddhism 
made state religion & declaration of SL as a republic).
• 1977 -  Prevention of Terrorism Act allowed state sponsored violence 
against Tamils.
• Tamil response was non-violence 1948-1976 wanted an independent 
Tamil state in the North-East of SL.
• The growth of assertive Sinhala nationalism after independence 
fanned the flames of ethnic division, and civil war erupted in the 1980s 
against Tamils pressing for self-rule.
CIVIL WAR: 1983-2009
Conflict in the North and East was between the government 
(Cingalese) and the Liberation Tigers of Tamil Eelam (LTTE).
In 2009 the government (Cingalese) re-conquer all rebel-held territory 
(by Tamil Tigers).
It is estimated that the war has killed approximately 80,000 people and 
displaced around 1 million civilians.
The Internal Displacement Monitoring Centre estimates there are 
approximately 370,000 internally displaced people in Sri Lanka.
Statistics about specific Sri Lankan immigration figure to the UK could 
not found.
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